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By GeraLp WEIGALL, M.B., B.S. (Melbourne), 


President of the Victorian Branch of the British 
Medical Association. 


Aw address should not only be valedictory and 
complimentary, it should also be informative. But 
how can a general practitioner inform a room full 
of gentlemen who are all specialists in their own 
department, on the subject that interests them 
most—their own specialty—when they all know 
more than he does on that subject? It may be 
presumption on my part to attempt to do so, but 
I do think there is one point which forty-two years’ 
work among sick people has taught me. 


1 Read at the annual meeting of the Victorian Branch of the 
British Medical Association on December 5, 1934. 


Specialists and modern teaching are focused on 
disease. Disease is identified and classified and 
treated with a painstaking thoroughness that 
compels the admiration of those intelligent enough 
to understand their motives, and the envy of those 
whose ignorance of pathology and technique leaves 
them powerless to advise or criticize. 

But much ill-health is due not to disease but to 
disordered functions. How impossible it is to draw 
a hard and fast line between the so-called “organic” 
and “functional” diseases I have felt for many 
years; and the subject of this address was in my 
mind before the recent visit of Professor Barr. His 
lectures appeared to me to supply the necessary 
scientific data to support the clinical observation. 
From these lectures I learned: 

1. The far-reaching effects of faulty function in 
the parathyreoids; for instance, producing by their 
over-action generalized osteitis fibrosa cystica, or 
by their failure, tetany. 
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2. The fact of the relative interdependence of 
these ductless glands on each other. 

3. The fact that the pituitary and the adrenals 
have a most important part to play, not only in 
the value of their contribution to the blood stream, 
but as a stimulant to the thyreoid and probably 
parathyreoid. 

4. That the adrenal and thyreoid are undoubtedly 
gravely affected by psychic stress or trauma. 


And so arises a larger conception of ill-health. 
No longer must the medical adviser copy the 
methods of the motor mechanic and attribute all 
troubles to a faulty part which needs attention, but 
rather ask himself is this machine being properly 
driven and, if not, can I give advice which will 
make the journey pleasanter and enable it to be 
carried on without disaster? 


It is here that the value of what I feel is fast 
becoming the old-fashioned type of doctor comes in. 
Disordered function often is associated with disease 
and is responsible for the fact that the patient feels 
ill and goes to a doctor for the reason that actuates 
most people when they do so: that they feel ill and 
want to feel better. In a previous generation the 
patient had a family doctor, a man in whom he 
could trust to advise him in his best interests. That 
man might have no great or special knowledge of 
any one subject, but he could make careful clinical 
examinations and he knew his patient, his habits, 
his worries, his weaknesses and his means. 

There is growing up a feeling that he can easily 
be dispensed with, and the patient feels that he (the 
patient) has sense enough to know what organ is 
troubling him and to go direct to the specialist who 
treats the diseases of that organ. 

The specialist, for his part, feels the course is 
clear-cut. Here is a patient, with headaches, a 
stuffed-up nose and a diverted septum and he feels 
ill. No wonder—“Let us irrigate his antrum, give 
him a nasal spray and straighten his septum”. All 
this is admirably done and the patient leaves hos- 
pital with the congratulations of surgeon, nurses 
and friends on his correctly aligned septum and 
efficient airway. But in a few weeks after resuming 
work, and often before he has discharged his obliga- 
tions to the surgeon, his headache returns, his eyes 
ache, he is too tired to read or even go to the 
pictures. He becomes cross and irritable and low- 
spirited, telephone numbers are indistinct, and it 
is at last clear to him that he made a mistake. It 
is his eyes. The oculist finds a small error of 
refraction and a marked photophobia. He corrects 
the error and gives Crooke’s number 2 to relieve 

the photophobia. 


The glasses are a great comfort to him. He can 
read much better and the headaches are not so 
intense. But he still feels tired, due, he feels sure, 
to his hemorrhoids, which have been very trouble- 
some of late. He knows where to go to get them 
injected, and he does. They shrivel up, with con- 
sequent relief of his symptoms, but he still feels ill 
and wretched. In desperation he goes to what 


should have been his first refuge, the family doctor, 
for a nerve tonic (his own idea). For the first time 
he gets a complete overhaul, which reveals high 
blood pressure, exaggerated reflexes, enlarged, 
tender liver and gall-bladder, dirty tongue, and 
some dead teeth. Inquiry elicits that business has 
been more than usually worrying, that he has not 
been able to take a holiday for some years and that 
all that keeps him going and enables him to eat his 
dinner is whisky before and at it. He feels too 
tired to play golf or take any exercise, and that in 
consequence he has become very constipated and 
troubled with indigestion of late. The urine has a 
trace of sugar. The general practitioner, who knows 
all the family affairs, is emphatic and rings up the 
patient’s wife, and with a knowledge of his means 
and tastes, orders an appropriate out-of-door holiday 
with exercise, surfing, fishing, golf and what-not. 
No stimulants, no more operations and no medicine, 
but some saline aperient; but before he goes he 
must get a clear X ray examination of his teeth 
and have them out. He is to come back in a month. 


The first thing the doctor notices is that the 
glasses are gone. Yes, the patient found he did not 
need them after the first week’s surfing. He had 
also left off spraying his nose. It never bothered 
him after he left town, and the exercise and fruit 
cured his constipation. The sugar is absent from 
his urine. In other words, proper nervous control 
has restored function, which is quite capable, when 
efficient, of compensating for slight departures from 
normal structure and eliminating disease. 


The point I am trying to stress is that very few 
people, patients or doctors, could expect to pass 
through the intense and thorough methods of 
investigation now carried out by highly trained 
specialists without failing to be up to normal 
standard in function or structure in some respects; 
and considerable deviation from normal figures in 
such things as blood sugar, blood pressure, metabolic 
rate, hypothyreoidism or hyperthyreoidism, hyper- 
acidity et cetera, and the possible combination of 
these is often most baffling. 


But the question must be answered by somebody, 
and I think that somebody should still be the general 
practitioner. It is he who must decide how much 
this particular and interesting finding has got to 
do with the patient feeling ill. For, after all, that is 
what is troubling him. To what extent is it going 
to shorten his life, for that is what you are 
responsible for? Finally, and most important, will 
an attempt to remedy the condition, whether by 
drastic alteration of diet, habits and occupation, 
or by surgical interference, have made such a 
definite and decided improvement in his condition 
as to warrant advising it. I recently had such a 
case. 


A woman of forty-two developed some curious skin 
condition in her fingers. She went to a dermatologist, 
who tested her with various pollens et cetera, because she 
told him she was a florist. He told her, as a result of 
these tests, that she must give up having anything to 
do with flowers and abandon her business. She was hyper- 


sensitive to pollens. She was advised by a friend to come 
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to see me. She was in great distress. All her savings 
had been put into the business, which by her hard work 
and enthusiasm was just beginning to pay its way. She 
loved her work and could think of nothing to do if she 
abandoned it. I found she was at the menopause, men- 
struation was irregular and she gave the typical clinical 
picture of tingling, flushing, irritability and depression 
and, above all, sleeplessness. 

I drew a bow at venture and told her her troubles were 
normal at her time of life, that they were due to faulty 
nervous control and unconnected with her business, which 
she could continue. I gave her “Luminal” at night and 
mixed glands three times a day, and told her to keep her 
hands out of water as much as possible. She saw me a 
week later, happy and cured. She had reestablished her 
interest in life and was sleeping well. That was over 
six months ago, and she has continued well. I only saw 
her twice, but she rings me up frequently to say how 
well she and her business are. 


Of course, I want to make it clear that I believe 
in the man who said she was hypersensitive to 
pollens, but what I want to say is that that was a 
symptom of her illness, not the cause of it. The 
cause was a hypersensitiveness to everything, due 
to worry and want of sleep and fear of losing her 
occupation and livelihood. 

One ‘of the earliest examples I had of the impor- 
tance of nervous control on function was years ago. 


A carpenter, aged forty-five years, was sent from the 
country to see me for indigestion by a former patient of 
mine, whom I had treated for a similar condition. When 
I saw him he was in a very bad way, had lost weight, 
his food was reduced by one restriction after another 
to the minimum, and taking food was always followed by 
pain, discomfort and often vomiting. The history dated 
from his wife’s death some six months before. I treated 
him for a week or so only and found that all my simple 
ideas were quite futile to ease him, and I sent him on to 
a gentleman known and respected by you all as a specialist 
in digestive disorders. He did all the then known diges- 
tive tests (X rays were not used for diagnostic purposes 
in those days) and he then told me that he was suffering 
from some underlying surgical condition, probably malig- 
nant, and that an exploratory operation was imperative. 
The patient by this time would agree to anything, and 
Sir George Syme came down to operate with what is called 
a “roving commission”, to find and remove what was 
wrong. The most thorough search from the cardiac end 
of the esophagus to the last inch of the rectum showed 
nothing but wasted, flabby, toneless intestine and stomach; 
gall-bladder and pancreas were normal. In short, we drew 
a blank, and it was left to me to tell the patient. 

As soon as he could talk after the operation he cross- 
questioned me as to our findings. I told him the truth, 
“nothing”. His first feeling was one of extreme indignation 
with the physician who had ordered the operation. The 
second and interesting part was that he said: “Well, if 
there is nothing the matter with me, I can eat what I 
like.” “Certainly,” I said. He demanded ordinary food 
at once. I kept him off it for forty-eight hours, but at 
the end of that time he was eating ordinary hospital diet. 
chicken, cauliflower and baked custard (I remember the 
details) with relish and interest and without discomfort. 
He never looked back and is, I believe, alive and well today. 


The vicious circle of indigestion, worry, further 
indigestion and more serious worry was broken by 
the dramatic nervous shock of what he regarded as 
an unnecessary and futile operation, and indigna- 
tion supplied to him the stimulus to recovery that 
fear had deprived him of. 

Many of you no doubt will be able to recall 
similar, if less dramatic cases, but surely a case of 
this sort should make us all ask ourselves: “Is the 
function right before I interfere with structure?” 


There is certainly one special branch of medicine in 
which faulty function is especially liable to be mis- 
taken for organic disease. I refer to the problems of 
pseudo-angina, arrhythmia and tachycardia; and 
there is no department in which the general prac- 
titioner is so grateful as he is to the cardiologist. 
I must also add that I think an enormous amount of 
unnecessary fear, worry and apprehension has been 
caused to patients who have been told on very slight 
evidence by a general practitioner that they have a 
“weak heart”. I think the public have much to be 
thankful for, that with the improved methods of 
investigation the cardiologists have been able, from 
their special knowledge, to reassure a patient who 
has lived in dread for years, and after his reassur- 
ance has been able to live a more normal life than 
he did before. 

I would make a rather revolutionary statement: 
I believe that in most cases, if the general prac- 
titioner does not know whether the case is one that 
may end in sudden syncope and he cannot get 
expert advice, it is kinder to reassure the patient, 
even if he should subsequently drop dead, than to 
frighten him to years of semi-invalidism, which are 
probably quite unnecessary. I have heard doctors 
say that they preferred to be on the “safe” side; 
they mean “safe” to themselves, but hell to the 
patient. 

I mean that if I had a weak heart I personally 
would far rather not know of it and «drop dead at 
work than live on for some years longer as a trouble- 
some invalid; but this is a matter that each man’s 
conscience must decide for himself. I mention it 
as a matter for thought. 


As I said when I started this paper, I proposed 
to deal with the illnesses that are due to faulty 
function and that come especially under the care 
of the general practitioner rather than those due to 
organic disease. 

No discussion of faulty function could be con- 
sidered complete if it failed to include some 
reference to sexual functions. ’ 

Of late years this function has been brought very 
much into the foreground in both lay and medical 
Press. Most books nowadays deal with it and speak 
of “the duty one owes oneself to lead a full life” 
and the crime of being bound by mere man-made 
social restrictions and conventions. The physi- 
ologists stress the value of the sex hormones and the 
part they play in all the glandular secretions. The 
psychologists speak of “repression and conflicts”, 
of “complexes” and perversion, all due to incomplete 
sex life, and suggest that most of our thoughts and 
all our dreams centre round the “libido”. Every 
night, in every suburb, sex experiences are portrayed 
in their most vivid and attractive forms at picture 
shows. Every book that is written nowadays does 
its best to outvie its predecessor in the frankness 
with which it discusses the question. In fact, it is 
impossible for anyone, however sheltered, to be 
ignorant of its charms, its necessity, its world-wide 
influence and even the dangers that its indulgence 
may produce. 
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The novelists may be rignht—man-made laws are 
not perfect. The physiologists may be right when 
they stress the value of sex stimulation and 
gratification. The psychologists may be right when 
they stress the dangers of repressions. But here 
again the general practitioner must have the last 
word. 


The others may all be right. I do not know. But 
I do know that one of the most powerful factors in 
producing good health is self-respect and that old- 
fashioned attachment known as a clear conscience. 


To indulge in irregular sex relations, even if it 
does not shock moral codes that have grown up as 
part of our mental equipment, involves deception, 
intrigue and much that is sordid and unpleasant 
and that carries with it risk of tragedies far greater 
than its advantages can possibly warrant; and 
where my advice is asked on this matter (and it 
often is) I say unhesitatingly that the risks of 
continence are negligible compared with those that 
must be run if other courses are adopted. As I have 
become older, I have become brave enough to strike 
an even higher note and definitely affirm that moral 
discipline is actually advantageous to the individual, 
that physical health is more dependent on moral 
contentment than on physical indulgence, that the 
only cure for the neurasthenic is to be found in 
some absolutely unselfish occupation and interest in 
others. 

And so the puzzle of life all fits in as year follows 
year—that curious round trip of adventure and 
experience that starts in the unknown and has to 
finish there. 

The moral axioms accepted as a child, questioned 
as a youth, disputed as a young man, doubted in 
middle age, are recognized as essentially true and 
everlasting as the circle nearly closes. 


But what has this to do with a presidential 
address I can hear you thinking. Just this: that 
correct function is good health, that correct function 
means correct enervation. That this correct enerva- 
tion is only got by the patient having a sane outlook 


’ on life and that it is the duty and the specialty 


of the efficient general practitioner to provide that 
outlook. 

When a medical man ceases to be such a person 
and becomes a mere tinker that patches separate 
organs according to well defined rules, he will have 
lost his honoured place in our social scheme. 


I recently heard a distinguished professor lec- 
turing to a class of medical students. He said: “If 
you want to be good medical men you must have a 
sound knowledge of physiology and anatomy.” I 
gladly accept that as a foundation, but more than 
that is required—a knowledge of humanity and a 
sympathy and an understanding of its weakness 
and, above all, a genuine desire to help your patient, 
to lighten his load and to carry some of his burden, 
and so to earn what I consider the finest compli- 
ment a patient can pay his doctor, when he regards 
him not only as a doctor but as a friend and a man. 


TUBERCULOUS MENINGITIS IN THE ADULT, WITH 
SPECIAL REFERENCE TO THE MECHANISM 
OF .THE SYMPTOMS. 


By Atian S. Waker, M.D., Ch.M. (Sydney), 
Honorary Physician, Royal Prince Alfred 
Hospital, Sydney. 


TUBERCULOUS MENINGITIS is a disease that is not 
so barren a study as its high mortality would 
perhaps suggest. It is not, as often believed, an 
inevitably fatal malady, for proven recoveries have 
been recorded, as will be pointed out later; nor is it 
always part of a general dissemination of tuber- 
culosis of the miliary type. This latter form is 
common in children and, indeed, the prevailing con- 
ceptions of the disease are based chiefly upon its 
manifestations in these young patients. But certain 
features are best observed in the adult, who is less 
immunologically sensitive and who displays some 
of the early symptoms in a much more charac- 
teristic and more readily recognizable form. A 
logical study of the disease must include a clear 
comprehension of both the known pathology and the 
symptoms observed at the bedside and should also 
attempt a reconciliation of one with the other. 


Pathology. 


One feature of the morbid anatomy of this form 
of meningitis is the comparatively slight degree of 
gross structural change. Pus, so strikingly apparent 
in the sulci of the brain in the coccal forms of 
meningitis, is absent. The exudate present is often 
slight in amount and sticky; it is found in the 
meshes of the pia-arachnoid, chiefly in the inter- 
crural space, the Sylvian fissures and around the 
cerebellum. It is striking to contemplate this 
apparently small degree of gross anatomical damage 
and to contrast it with the rapid deterioration of 
the patient’s condition in the stages immediately 
preceding death. In those cases in which more 
exudate is found, it collects especially between the 
crura cerebri and in the depths of the large fissures 
and basal cisterns; it is of a characteristic and 
highly interesting kind, thick and gelatinous and 
rather tenacious. This tenacity is not entirely due 
to its chemical characters, for there is usually a 
slight degree of cellular outpouring also, and the 
endothelial and fibroblastic cells help to anchor 
the membranes to the subjacent vessels and surface 
of the brain. Adhesions are present in varying 
amount, either filmy or more or less tough. In the 
ventricular system there is an excess of cerebro- 
spinal fluid, for there is commonly a certain amount 
of block preventing free circulation below the fourth 
ventricle. Hydrocephalus exists in some degree in 
most cases, except the more acute. It is never 
excessive, but from the functional point of view 
there is definitely some ventricular distension, as 
evidenced by the flat and sticky gyri seen on first 
exposing the brain and the excess of fluid in the 
ventricular system. It is surprising that Collier and 
Adie“) comment on the “absence” of hydrocephalus. 
Certainly there is no intermittent block, and prob- 
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ably ne generation of fluid in prodigious quantities ; 
nor are the Pacchionian bodies quite ineffective in 
the drainage of excess fluid, for Rich and 
McCordock™ have produced evidence of secondary 
systemic infection from the meninges by this route. 
But surely it is the experience of all clinicians that 
block does occur; a lumbar tap may be dry and a 
cisternal puncture yield abundant fluid under 
pressure. 

Tubercles are always present, but seldom con- 
spicuous. They are difficult to see in the unhardened 
brain and usually minute, and are best seen along 
the vessels at the base of the brain, in which there 
is frequently a reactive endarteritis (see Figure IT) 
in addition to the presence of tubercles in the 
adventitious coat. This tendency for the arterial 
changes to be older in the outer coats of the vessels 
should be noted. Tubercles are also found on the 
ependyma, and another interesting site is on twigs 
of arteries as they penetrate the brain. Thrombosis 
and hemorrhage may occur, and secondary 
softening of the brain substance follows; no doubt 
this is of great clinical importance. There seems to 
be a ‘tendency to necrotic change of slight but 
definite degree, a tissue spoiling which is probably 
not wholly dependent upon vascular change. This 
is probably in part toxic, as Muir®’ remarks in 
discussing the exudative and necrotic reaction. This 
brings us to a consideration of the nature of the 
peculiar gelatinous exudate. One explanation of 
this outpouring of highly fibrinous material is that 
any block in the free circulation of cerebro-spinal 
fluid tends to concentrate the protein, already 
increased in amount through enhanced permeability 
of the secreting cells. More important than this are 
two factors: the reaction is of the exudative and so- 
called “allergic” variety, and it is also in part 
specific and toxic. There is a suggestive analogy to 
a curious reaction that sometimes occurs in the 
tuberculous lung. It will be remembered that a 
homogeneous lesion is not uncommon which affects 
a rather extensive tract of lung tissue, often in the 
vicinity of an older lesion. This, judged by the 
even texture of the shadow it casts in the X ray 
film, is a consolidation of not very dense type and 
is often benign in nature. In this category also fall 
those pulmonary affections called “epi-tuberculous”. 
The few opportunities that have been afforded for 
post mortem observation of these areas have shown 
a curious gelatinous and sparsely cellular type of 
exudate. This has been described and considered as 
an allergic reaction, and certainly it is not in itself 
either caseous or essentially proliferative in nature. 
In the meninges there is also a certain degree of 
necrotic change and also of proliferative reaction, 
varying with the age of the lesions. Probably this 
is more a question of the time involved than of a 
special type of lesion. Joukovsky and Rousskikh? 
have described three forms of tuberculosis of the 
central nervous system in addition to the macro- 
scopic tuberculomata. They recognize the classic 
type of leptomeningitis with involvement of the 
chorioid plexuses, a meningo-thrombotic type with 
thrombosis of the vessels supplying the sub-cortex, 


where necrotic foci are found, and also a “mixed” 
type, where meningitis accompanies the formation 
of miliary tubercles. However, it would seem more 
correct to admit that all these processes are really 
at work in tuberculous meningitis, but the permuta- 
tions vary, and with them the predominant 
pathological picture. 

It would appear, therefore, that the pathological 
reactions of the meninges in tuberculous menin- 
gitis are mixed—partly proliferative with endo- 
thelial and fibroblastic cellular formation and small 
tubercles, but also exudative of a particular and 
striking type. It is now of interest to consider the 
mechanism by which these changes are wrought. 


Mechanism of Meningeal Infection. 


It has been assumed until recently that dissemina- 
tion of tubercle bacilli by the blood stream was the 
actual cause of most cases of meningitis of tuber- 
culous origin. The lymph stream has also been 
described as a vector. But while the association of 
definite tuberculomata with subsequent meningitis 
has been long recognized, it has not been generally 
supposed that the presence of a relatively old focus 
within the cranial and spinal cavities is practically 
universal. Yet this is probably the case. 

As regards spread by lymph stream, it cannot be 
denied that this is possible, for this path is believed 
to be the usual one by which the Spirocheta pallida 
travels to the aorta and also to the spinal cord 
from the bronchial or mediastinal glands. Perhaps 
this possible route is less important in Australia, 
where essential gland tuberculosis is not common 
and where the bovine bacillary type is of less sig- 
nificance. In Britain the recent work of Griffith” 
may be referred to, who found that one-quarter of 
a series of cases of tuberculous meningitis were due 
to the bovine type of organism, and three-quarters 
to the human type. He found also that the bovine 
meningeal infections became much less common in 
adult life. That bacilli travel by the blood stream 
is certain. Although the work of Léwenstein has 
not been confirmed in its entirety, blood dissemina- 
tion has been proved to occur by many workers, 
among whom may be mentioned Penfold and 
Butler.“ But when the bacilli arrive in the central 
nervous system, what happens then? Is there a 
shower of tuberculous emboli that lodge in small 
vessels, such as those of the chorioid plexuses, 
thereby infecting the meninges? If this were so, 
we should expect to find chorioid tubercle invari- 
ably in cases of meningitis, but this is not invariably 
found. If not, do the bacilli reach the meninges by 
the meningeal vessels? Tubercle formation on the 
meninges, however, is usually very recent and slight 


‘in degree. And what of the tubercles on the vessels? 


How is it that these are characteristically found on 
the adventitious coat, the intima often showing 
more recent changes? It would seem probable that 
the bacilli initiating these arterial tubercles arrive 
from the direction of the meninges. Further, there 
are other difficult questions to answer. How is it 
that a relatively sudden “allergic” reaction is pro- 
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duced in the membranes, with rapid outpouring of 
fibrinous exudate in many cases? Why are tubercles 
often found in the ceritral nervous system in cases 
of miliary tuberculosis without any meningeal 


symptoms being obvious during life? And how does 
meningitis arise from a tuberculoma except by 
direct infection? This is unfortunately often seen 
after attempts to effect surgical removal of a 
cerebral tuberculoma. And lastly, how is it that 
experimental tuberculous meningitis has never been 
produced by intravascular inoculation, even when 
the living bacilli have been injected into the carotid 
artery? The only method by which a clinically and 
anatomically proved meningitis can be caused in 
animals is to introduce the infective material by 
sub-pial inoculation. 

These questions are answered by the work of Rich 
and McCordock,"? who, by careful study, have 
demonstrated that an old focus is always to be 
found within the cavities of the skull or spine if a 
thorough search is made in cases of tuberculous 
meningitis. Their work is based on careful 
reasoning, for they argue that to explain the dif- 
ficulties arrayed above we must suppose that it is 
common for a massive dose of bacilli to reach the 
membranes. This will happen if a previously 
inseminated lesion breaks down and discharges 
caseous toaterial into the subarachnoid space. This 
lesion was usually found to be a small tuberculoma 


or a plaque of tuberculous tissue in the superficial 
part of the brain or in the membranes, and Rich and 
McCordock specially point out that the tubercles 
found in the central nervous system are often not 
contemporaries of those found elsewhere in cases of 
general dissemination. Indeed, as pointed out 
above, they consider that other miliary infection 
might arise from the nervous system, for instance, 
through the arachnoidal villi. 


In only a small series to date have I had the 
opportunity of carrying out a careful personal 
examination of brains showing the changes of tuber- 
culous meningitis, but in only one of these have 
I failed to find an old focus of disease. Perhaps 
even in this case the search was not sufficiently 
thorough, for in one instance, after failing to dis- 
cover a plaque of earlier vintage, so to speak, in 
the brain, a small softened caseous mass was 
eventually found in the upper part of the cord com- 
municating with the fluid circulation. One typical 
lesion is illustrated in Figures I and II, the former 
showing a section of part of a small tuberculoma 
in the superficial part of the mid-brain, and the 
latter the characteristic reactive endarteritis. 


Now it is of interest to see if the observed 
symptoms can be reconciled with this account of 
the pathology. In advance it may be pointed out 
that the tubercle bacillus grows slowly, that in 
adults in particular there is often a relatively long 
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latent period, and that when the final meningeal 
symptoms appear, they do so with startling 
suddenness. 


Symptoms. 
In a series of forty-five hospital cases taken from 
the records of the Royal Prince Alfred Hospital 


the age distribution is shown in the accompanying 
table, excluding all patients under fifteen years of 


Table showing Age Incidence of Tuberculous Meningitis. 


Age Period. Number of Cases. 


age, in the age-group in which pulmonary tuber- 
culosis of the exudative type is most common. All 
these patients died, for although there were a few 
recoveries among the patients recorded, the proof 
of the nature of the disease was not complete ; there- 
fore these were excluded. The average duration of 
the disease was about five weeks, but one patient in 
this series lived four months after the onset. Prob- 
ably tuberculosis of the nervous system is not rare. 
Perhaps it should be clinically recognized more 
often, as it seems so highly probable that a lung 
lesion may not infrequently set free infective emboli. 

The one universal symptom is headache; so few 
symptoms are constant in medicine that this should 
be carefully noted. Backache, vomiting and con- 
stipation are also quite common complaints in the 
early stages. But as well as these the prodromata 
include a most interesting and significant group of 
symptoms that are so common in one form or 
another that it is probable that they are almost 
invariable if looked for. These are the mental 
phenomena. It is curious that tuberculous menin- 
gitis not uncommonly attacks people who have 
chronic phthisis, but who seem to be doing well 
or at least whose lung condition is not showing 
freshened activity. It is all the more striking then 
to observe such symptoms as lassitude, depression, 
moodiness, emotional and irrational states, loss of 
memory and power to concentrate. The tempera- 
ment alters, there may be a curious dreamy state 
even suggesting mental alienation or drug addiction, 
or a diagnosis of hysteria may be suggested, 
especially in women. Warrington) points out that 
the older writers, such as Oppenheim and Gowers, 
were specially struck by this change in mental state. 
Tillyard Holmes? aptly points out the strangeness 
of manner of these patients. A speech disturbance 
is not uncommon, and Ochsenius,”® referring 
principally to children, describes a delirium of more 
or less transitory nature, often associated with a 
desire to speak without the capacity to do so. 
Among the patients whose cases or records have 
been studied were a number whose mental confusion 
was very striking. Suggestibility was noticed 
several times, also antagonism and _ suspicion 


amounting even to a paranoid state. One patient 
showed euphoria in combination with delusions, 
and this state, combined with a lack of proper 
speech control, presented a picture like that of 
general paresis. Another patient was beset by 
fears of having consumption and was acutely 
anxious about her condition. Actual delirium not 
infrequently occurs as the patient merges into the 
later stage of the disease, and about this time 
drowsiness is also common. It cannot be too clearly 
pointed out that the above symptoms are relatively 
early and their duration is very variable; in some 
cases mental prodromata of considerable length 
occur. Following this stage there comes an abrupt 
transition to the late stage, when stupor and coma 
usher in the inevitable fatal end. Convulsions may 
occur, bulbar disturbances arise and all manner of 
focal signs also appear, such as palsies of eyes or 
limbs. These are never to be reckoned among the 
early symptoms; they are the heralds of death. 


Reconciliation of Symptoms with Pathological Changes. 


It would seem reasonable to attempt to correlate 
these clinical symptoms with the morbid anatomical 
findings. First it may be remarked that the presence 
of a tubercle of a miliary type only produces an 
intense reaction in its immediate neighbourhood. 
In addition there is, of course, the general toxic 
effect observed through systemic absorption, but the 
organ in which miliary tubercles appear is often 
apparently not greatly affected otherwise. Conse- 
quently we might expect that when scattered 
tubercles are formed in the brain there is some 
affection of finer function through toxic absorption, 
but little gross change. If, however, seepage of 
infected material occurs gradually from a softened 
focus, we might expect more definite disturbance of 
cerebral function and, finally, when gross infection 
and considerable bacterial proliferation occur, a 
definite, more or less acute, meningeal reaction plus 
— intense toxic spoiling of the delicate brain 
cells. 

The first stage of tuberculous meningitis is that 
of blood insemination; following this tubercles 
form, varying in number from the multiple to the 
solitary. Clinically this is probably unrecognizable 
in its earliest period and corresponds to the con- 
dition referred to above, where miliary tubercles are 
found post mortem without neurological symptoms 
having been observed during life. This stage merges 
insensibly into the second, which is that of subpial 
infection. As more local poisoning occurs through 
dissemination of tubercle bacilli and their products 
(and this will be accelerated by the escape of 
broken-down material into the cerebro-spinal fluid), 
clinical symptoms will become more evident. The 
latter part of stage one and stage two represent 
the prodromal stage of the clinical disease. It is 
now that the headache and the mental disturbances 
occur, and the curious changes of temperament seen 
in certain tuberculous patients in their latter days 
may thus be explained in some cases, certainly in 
those where these changes precede a terminal 
meningitis. 
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The third stage is that of massive meningeal 
infection, exudate formation and local softening. 
Here there is a sudden “mass action”, the slow- 
growing bacilli have multiplied greatly, the typical 


Ficure III. 


“allergic” reaction in the meninges has occurred, 
and serious damage is daily becoming more evident 
in the brain. This corresponds with the clinical 
stage of frank meningitis, the relatively sudden 
onset of coma and the fatal termination are readily 
explained. 

The following case histories serve to illustrate 
these points. 


Case I—A young man, aged twenty-five years, had an 
attack of pleurisy. After observation and investigation 
for six months at the Royal Prince Alfred Hospital tuber- 
culosis dispensary no evidence of any definite active 
tuberculous disease could be discovered. Two weeks later 
he complained of headache, was listless and irritable, 
threatened suicide, and after two more weeks was admitted 
as an in-patient. The cerebro-spinal fluid contained 218 
cells per cubic millimetre, all lymphocytes, 760 milli- 
grammes of chlorides per hundred cubic centimetres, but 
no tubercle bacilli were found. A guinea-pig was inocu- 
lated, but no subsequent evidence of tuberculosis was 
found. He had visual disturbances, said that everything 
looked blue, was confused and irrational, and after fourteen 
days’ illness, during which time repeated lumbar puncture 
was performed, fluid being removed under high pressure, 
he died quite suddenly and unexpectedly. 

Post mortem there was a small and apparently healed 
scar of an arrested tuberculous lesion in the apex of the 
right lung. There was a slight amount of sticky exudate 
at the base of the brain, and in places fine adhesions were 


found. Minute tubercles were seen along the vessels in 
the usual sites. These changes were very slight and there 
seemed no obvious reason for his sudden death. Micro- 
scopic section of the meninges showed a slight exudative 
reaction and some infiltration with endothelial cells and 
lymphocytes with a few small giant cells. This early 
proliferative change is seen in Figure III. 


It is significant here to note the type of change 
found and to compare it with the clinical history. 


Case II.—A woman, aged fifty-six years, had been known 
for some time to be suffering from a chronic pulmonary 
tuberculosis. For about two months she had been noticed 
to be strange in her manner and conduct; she was very 
garrulous and full of anxieties. At the end of this period 
she complained of headache, had some vomiting, and two 
weeks later became unconscious quite quickly and died 
comatose after five days. 

Post mortem there was found unilateral pulmonary tuber- 
culous disease of the fibrous and cavitating type. Scattered 
tubercles were seen over the peritoneum, especially in the 
pelvis, and also in the spleen; some of these were small, 
but were well developed with giant cell systems. How- 
ever, they were much more recent than other tuberculous 
lesions found in the brair, where, in addition to a recent 
exudative meningitis, there were two nodules of greater 
age. One of these was a small tuberculoma embedded in 
the tip of the left temporal lobe; it showed caseation and 
calcification. The other was a nodule, about half a centi- 
metre in diameter, in the left internal capsule, with a 
easeous centre. A section of the former is shown in 
Figure IV. 


Fieure IV. 


' There was a distinct difference in the age of these 
_two sets of lesions, and it is most significant to 
connect the types of change found in the brain with 
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the long prodromal stage terminating in a rapidly 
developing meningitis. 

Case III—A woman, aged forty-one years, a teacher, 
complained of headache for two weeks, steadily increasing 
in severity, and located chiefly at the occiput. She felt 
backache also, and had vomited occasionally. She was 
mentally confused, and on admission to hospital this was 
obvious; she taught an imaginary class beside her bed. 
No tubercle bacilli were found in the cerebro-spinal fiuid, 
which was under high pressure, but there were 220 cells 
per cubic millimetre, of which 58% were lymphocytes and 
42% neutrophile polymorphonuclear cells. The chlorides 
were 660 milligrammes per 100 cubic centimetres, and 
there was no definite increase in globulin. Rapidly she 
became more irrational; there was some ocular paresis, 
and she quickly lapsed into coma and died after three days. 

Post mortem there was an old tuberculous lesion of one 
hip and the spine, with acute tuberculous necrosis of the 
suprarenal glands. Little change was found in the nervous 
system. There were some very fine tubercles in the pia- 
arachnoid at the base of the brain, slight stickiness, and 
an excess of cerebro-spinal fluid in the ventricles. There 
was no definite exudate, but tubercle bacilli were demon- 
strated in the meningeal tubercles. No special search was 
made for older lesions in the brain. 


In this case note the nature of the mental 
symptoms and contrast them with the paucity of the 
autopsy findings. The suprarenal affection prob- 
ably contributed to the rapid death of the patient. 


Case IV.—A man, aged thirty-six years, was admitted to 
hospital stuporose. He had irregular pupils, but no other 
definite abnormality in the nervous system. The Kernig 
sign could not be elicited. Some rales were detected in the 
apical portions of both lungs. 

His history was that he had had considerable financial 
and domestic worry and had been depressed and moody on 
several occasions during recent. years. Some years 
previously he was discovered to have a chronic pulmonary 
tuberculosis, but this had apparently remained in a rela- 
tively inactive form. For an ill-defined period prior to 
his admission, certainly some weeks, he had been much 
depressed, and during the last few days had sat at home 
disinterested and aimless. He was resentful of inter- 
ference, refused food, and had vomited; this latter symptom 
was confusing, as it had been suggested to be due to 
alcohol. His condition at this stage strongly suggested an 
incipient psychosis. In hospital his stupor deepened; the 
cerebro-spinal fluid was under much increased pressure, 
slightly blood-stained, and contained many cells, chiefly 
lymphocytes; its chloride content was 600 milligrammes 
per 100 cubic centimetres. There were signs of increasing 
intracranial pressure, with swelling of the optic disks, 
and he died comatose. 

Post mortem there was the usual fine speckling of the 
meninges with tiny tubercles and a thick gelatinous 
exudate in the chiasmal region and the Sylvian fissures. 
There were two well-developed tuberculomata in the 
chorioid plexus, one being about one centimetre in 
diameter. 

Here again the presence of a relatively old lesion 
in a patient who had long psychotic prodromata 
should be noted. 

It is not contended that the symptoms are always 
of the type exemplified in these selected case 
histories nor that they can in every case be fitted 
into a set pathological picture.- But it is contended 
that there is at least a definite group of cases 
presenting curious mental phenomena in which it is 
possible to correlate these characteristic and often 
relatively prolonged prodromata with the patho- 
logical changes described by Rich and McCordock. 
It is also probable that these prodromal signs will 
be more frequently recognized if they are borne in 


mind and that an anatomical basis may be dis- 
covered in more of these if a sufficiently detailed 
examination of the brain be carried out. The whole 
question would be solely of academic interest if it 
were not bound up with the possibility of recog- 
nizing the disease before a frank and massive menin- 
gitis has begun the last destructive act of the tragic 
drama. And thus we come to prognosis. 


Prognosis. 


It is widely believed that tuberculous meningitis 
is uniformly fatal. This is not true, for, in spite of 
the almost invariably lethal nature of the disease, 
recovery does occur. It is quite likely that there 
are many cases of recovery from tuberculous affec- 
tion of the nervous system where no meningeal 
symptoms are observed. Macgregor, Kirkpatrick 
and Craig”) have recently described three cases of 
affection of the central nervous system in young 
children in which no meningitis occurred and in 
which the patients made a good recovery in spite 
of the fact that tubercle bacilli were demonstrated 
in the cerebro-spinal fluid by animal inoculation. 
I have observed an increase in the globulin in the 
spinal fluid in two cases in which the patient 
suffered from extensive chronic pulmonary tuber- 
culosis, and in addition had in one instance severe 
pain and some muscle wasting in the hip and thigh, 
and in the other pain in the back and along the 
course of the corresponding nerve radicle. No 
tubercle bacilli.could be demonstrated in the spinal 
fluid by bacteriological or biological test, but there 
is at least a strong suggestion that these cases are 
of similar type. But recoveries also take place from 
a genuine and bacteriologically proved meningitis. 
Kramer and Stein,*) in recording the recovery of 
a patient with proved tuberculous meningitis in 
1931, analysed the literature and from some 
hundreds of case histories of patients who survived 
a clinical meningitis, collected seventy-three cases 
of recovery which seemed to them to be well 
authenticated. Their own patient was irrational 
and somewhat spastic, but no focal signs appeared, 
and he left hospital well. In this collected series 
very few children recovered. In some of the cases 
the ultimate result was good, for though the period 
of survival was short in most cases, in a number of 
others the patients were alive and well several years 
after. Though it cannot be regarded as scientific 
literature, Lord Frederick Hamilton’s “Here, There 
and Everywhere” contains an account of a youth 
who, after a long course of treatment for phthisis, 
fell ill with tuberculous meningitis on board ship, 
but recovered. Perhaps this story is technically 
true; perhaps, too, his description of the lad’s 
perverse and wilful character during his illness is 
true to life and to medicine. 

If recovery takes place, it must occur before the 
final stage of the disease is entered upon. It is 
quite conceivable that an occasional patient may 
survive the first and second stages described above, 
provided that the leakage of tubercle bacilli into 
the subarachnoid spaces is not too massive or too 
rapid. 
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Treatment. 


The need for early and frequent drainage by 
lumbar or cisternal puncture will be evident. If 
the nature of the early symptoms is recognized and 
free drainage by repeated punctures is practised, 
perhaps an occasional patient may be saved. It is 
of no use to wait for the demonstration of tubercle 
bacilli in the fluid. In only 25% of the case records 
examined in this series were bacilli found before 
death. The abundant cerebro-spinal fluid; the pleo- 
cytosis, which is predominantly lymphocytic in 
type, but also in part neutrophilic in the early acute 
cases; the altered chemical state of the fluid, with 
its decreased sugar and chlorides; the increase of 
protein, so well evidenced by the delicate fibrin clot: 
these findings, and even much less obvious changes 
when associated with suggestive symptoms, should 
be enough on which to base a working diagnosis 
and the necessary action. It is obvious that if 
bacilli are finding their way into the subarachnoid 
space, the sooner some attempt is made to remove 
them and their products by repeated drainage, the 
better, before they can multiply and produce even 
more serious effects. Some authorities have recom- 
mended irradiation, and the intraspinal use of gold 
salts has also been tried, but without any striking 
result. At least it is only just to any patient who 
is under suspicion of suffering from what is almost 
always a fatal disease, that we should try to adopt 
a line of action which has a logical basis and is not 
merely a passive exhibition of fatalism. Thus, by 
attempting to understand the pathology of this 
most dreaded of all the local manifestations of 
tuberculosis, by seeking to establish an early diag- 
nosis, and by acting thereon, it may even be possible 
to add to that small but growing list of recoveries. 


Summary. 

1. A brief review is given of the pathological 
findings in tuberculous meningitis. 

2. The mechanism by which the pathological 
processes occur is discussed. 

3. The symptoms of the disease are briefly 
described, with particular reference to adults. 

4. An attempt is made to explain the symptoms, 
in particular the prodromata, in the light of modern 
pathological knowledge. 

5. A plea is made for more vigorous and early 
treatment. 
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AN ATTEMPT TO PROPAGATE POLIOMYELITIS 
VIRUS IN THE DEVELOPING EGG. 


By F. M. Burnet. 


(From the Walter and Eliza Hall Institute, 
Melbourne Hospital.) 


ResearcH in poliomyelitis has always been 
hampered by the necessity for using such relatively 
large and expensive animals as monkeys. Serum 
therapy in particular can never rest on a scientific 
basis until methods are available for titrating the 
antiviral content of sera with a reasonable degree 
of accuracy, and this will undoubtedly demand the 
use of large numbers of animals. Unfortunately 
none of the more readily available laboratory 
animals are at all susceptible to infection by the 
virus. In the circumstances it appeared desirable 
to explore as thoroughly as possible whether the 
developing hen egg might not serve as an indicator 
of the presence of poliomyelitis virus. 


This method of investigating virus diseases has 
only recently come into use, but has already pro- 
vided results of considerable interest. In my 
opinion it is one of the most useful available methods 
for studying the virus diseases of birds, such as 
fowlpox (Woodruff and Goodpasture, 1931, Burnet, 
1933), infectious laryngotracheitis (Burnet, 1934), 
fowl plague and Newcastle disease (Burnet and 
Ferry, 1934). Many viruses causing disease in 
mammals can be similarly propagated on the chorio- 
allantoic membrane of the developing egg. Those 
which have been studied are vaccinia (Stevenson 
and Butler, 1933), vesicular stomatitis (Burnet and 
Galloway, 1934), louping ill (Burnet and Galloway, 
unpublished), Rift valley fever (Saddington, 1934) 
and psittacosis (Burnet, unpublished). In addition 
to multiplication of the virus, all these show 
characteristic lesions of membrane or embryo after 
inoculation into the egg. 
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There are two features of poliomyelitis which 
strongly suggested that it would also be capable of 
growing and perhaps producing recognizable lesions 
in the egg. The first is the resemblance between 
infantile paralysis and louping ill in sheep, as 
stressed in a recent article by Gordon (1934). 
Louping ill virus grows readily and produces 
striking lesions in the chick embryo. In the second 
place, experience suggests that all those viruses 
which can be propagated in tissue cultures of chick 
embryo tissue can also grow on the intact chorio- 
allantoic membrane, while those which fail to grow 
in such tissue cultures also refuse to grow in the 
egg. The superficially similar viruses of foot and 
mouth disease and vesicular stomatitis of horses 
illustrate these differences clearly. The former fails 
to grow in chick tissue cultures (Maitland and 
Maitland, 1931) and does not survive even twenty- 
four hours on the chorio-allantoic membrane 
(Burnet and Galloway, 1934), while vesicular stoma- 
titis multiplies under both conditions. Gildemeister 
(1933) has recently claimed that poliomyelitis 
virus can be cultured through at least twenty-one 
generations in tissue culture, using chick embryo, 
monkey serum and Tyrode solution mixtures in 
Carrel flasks and subculturing twice weekly. As 
it seems unlikely on general grounds that there is 
any necessity for a foreign serum in such virus 
culture experiments, one could reasonably expect 
that multiplication of the virus would occur in the 
developing itself. 

This expectation has not been fulfilled. All my 
experiments have been completely negative and will 
therefore only be briefly described. 

Material from five human cases (cords preserved 
in 50% glycerine) was suitably emulsified in broth, 
centrifuged, and the supernatant fluid inoculated on 
to the chorio-allantoic membrane of ten-day 
developing eggs, according to the technique 
previously described (Burnet and Galloway, 1934). 
Two or four eggs were used for each cord and opened 
after from three to six days’ further incubation. No 
lesions suggestive of virus proliferation were 
observed. 

More extensive observations were made with the 
use of a fresh virus of known pathogenicity for the 
monkey, the Rockefeller M.V. strain, in order to 
determine whether multiplication of virus occurred 
without the appearance of recognizable lesions. 


First Series of Experiments. 


A 10% suspension of spinal cord in broth was 
prepared from a monkey killed the same day at the 
height of paralysis after intracerebral inoculation 
of M.V. strain of poliomyelitis virus. The suspen- 
sion was centrifuged and the supernatant fluid 
inoculated on to the chorio-allantoic membrane of 
three ten-day eggs, and intracerebrally into 
Monkey 5. The monkey showed typical signs of 
poliomyelitis on the fourth day and died on the 
fifth. The eggs showed only insignificant changes 
when opened on the fourth day after inoculation. 
Further eggs were inoculated: (A) with ground-up 


membrane, (B) with an emulsion of embryo brain 
from the first generation eggs. Again no lesions 
were apparent on the fourth day. Emulsions were 
made from membrane (A series) and embryo brain 
(B series) and inoculated intracerebrally in 
Monkeys 6 and 7 respectively. Both animals 
remained normal and fifteen days after inoculation 
were tested for immunity by inoculation of cord 
suspension from Monkey 5. A control monkey 
showed symptoms on the sixth day, Monkey 6 on the 
fourth day, and Monkey 7 on the ninth day. All 
were completely prostrate on the day after the 
appearance of symptoms. 


Second Series of Experiments. 


It seemed possible that the failure of the first 
series was due to inability of the inoculated virus 
to come into contact with the nervous tissue of the 
embryo. A second series of experiments was there- 
fore carried out, in which the material inoculated 
was a mixture of virus and living fragments of the 
brain from another chick embryo. It is well known 
that chick embryo fragments readily graft on to the 
chorio-allantoic membrane and may grow and dif- 
ferentiate in this situation (Murray, 1928). In other 
respects the experiment was identical with that of 
the first series. Membrane and embryo brain 
emulsions from the second “generation” were 
inoculated into three monkeys. None of these 
showed any symptoms nor any significant alteration 
in temperature during fifteen days after inoculation. 


To test for any immunity in the inoculated 
monkeys the most sensitive available test was used, 
namely, to inoculate each monkey intracerebrally 
with a mixture of virus and its own serum taken 
the previous day. Virus and serum were left in 
contact overnight, equal volumes of supernatant 
fluid from a 5% emulsion of glycerinated cord and 
undiluted serum being used. All the monkeys, as 
well as a control, were paralysed on the fifth or 
sixth day, so that no humoral or general immunity 
had developed. 


Finally, it may be added that several duck eggs 
have been inoculated according to the same tech- 
nique without showing any visible lesions. No tests 
for survival of the virus were made, however. 


Conclusion. 


No evidence has been obtained of propagation or 
survival of poliomyelitis virus on the chorio-allantoic 
membrane of the developing egg. 4 
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OSTEOMYELITIS.* 


By Davip Imrie Fitzpatrick, M.B., B.S., 
F.R.C.S. (England), 


Sale, Victoria. 


Accorpinc to Wakeley, osteomyelitis is a dis- 
appearing disease because of the improvement in 
the general health of childhood. It is of special 
interest in that our methods of treatment exemplify 
the alteration of our ideas from “I dressed and 
healed his wounds” to that of Ambroise Paré, who 
said: “I dressed the wound and God healed him.” 


The three main factors in etiology in acute 
hematogenous osteomyelitis are septic foci, lowered 
general health and trauma. There is always a 
septic focus, most commonly a skin lesion, though 
the skin may be healed when the infection in the 
bone commences, just as glands in the axilla or 
groin may enlarge and suppurate after the infected 
abrasion on the foot or finger has healed. The 
association of a skin lesion, Staphylococcus aureus 
and bone lesion is usual and contrasts with an 
upper respiratory tract lesion, streptococcus and 
joint lesion. Ninety per centwm of acute bone 
lesions are Staphylococcus aureus infections. We 
usually overlook the septic focus in the urgency of 
the bone condition. After that is controlled, the 
elimination of septic teeth, tonsils and sinuses would 
assist in improving the general resistance, which 
needs supporting for its work of clearing up the 
bone disease. Osteomyelitis, like furunculosis, not 
infrequently attacks an apparently healthy child. 


Trauma has been discounted by Wakeley as a 
cause, but I find that difficult to accept; the associa- 
tion is so frequent, the idea of the infected 
hematoma is so acceptable, and the distribution of 


2 Read at a meeting of the Victorian Branch of the British 
Medical Association on August 18, 1934. 


the lesions seems to indicate trauma as a deciding 
factor. As regards diagnosis, the four diseases to 
be differentiated seem impossible of error, but I 
have seen them all since my student days. Rheu- 
matic fever, typhoid fever, and poliomyelitis were 
mistaken diagnoses in cases of osteomyelitis of the 
femur, and erythema nodosum for a traumatic 
periostitis. But probably the most common error 
is in finger infections. Kanavel’s work has made us 
think of tendon and fascial space infections so much 
and we forget that many of them are primarily 
osteomyelitides of the phalanges. Then errors are 
made in the diagnosis of the site of the lesion; the 
lower end of the femur may be opened when the 
pubic bone or neck of the femur may be infected. 
The facts that both the femoral and obturator 
nerves supply branches to hip and knee joints and 
that pain is referred to the knee joint or the skin 
over it in some hip conditions have been overlooked. 
Most acute infections of the hip joint are really 
osteomyelitis of the neck of the femur, and in these 
early diagnosis offers a slight chance of avoiding 
joint infection. One aid to diagnosis, a blood count, 
is omitted all too frequently, whilst an X ray exam- 
ination is made on the off chance that it may give 
some help. It may show some widening of the 
joint space in an acutely inflamed hip joint, but 
the bony changes are nil for about ten days. 
Between the tenth and fourteenth days irregular 
rarefaction of cancellous bone about half to one inch 
from the epiphyseal line is shown. X ray examina- 
tion after three weeks reveals an irregular outline, 
periosteal thickening and wide rarefaction. Then 
appear irregular areas of cortical necrosis and 
cavities with irregular non-sclerosed outlines and 
possibly enclosed sequestra. 

It is in treatment that our ideas have clarified 
most. Even as late as 1931 a modern text-book 
advocates what I may call the classica! treatment 
of acute osteomyelitis. The bone is opened widely, 
curetted, swabbed with strong antiseptics, eusol, 
salt packs, flavine and paraffin, or irrigated 
according to the Carrel-Dakin system. 

Starr’s method of boring the bone is comparable 
with the drainage by incision of an abscess in soft 
tissue. The drainage of pus under pressure, to 
which the constitutional symptoms are due, allows 
the protective and reparative bodily mechanisms to 
overcome the infection. Very occasionally this 
occurs in bony infections also, but more often the 
infection is not completely overcome, and under 
an apparently healed scar bone destruction 
continues, to be revealed by X ray examination 
undertaken on account of continued pain or a spon- 
taneous fracture. Localized fibrocystic disease may 
be an osteomyelitis almost but not quite controlled 
by the body. This method is of value in early infec- 
tions of the neck of the femur, when boring through 
the greater trochanter may obviate an infection of 
the hip joint. 

Winnett Orr’s method was introduced originally 
for compound fractures and chronic osteomyelitis, 
but it is equally applicable to acute hematogenous 
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osteomyelitis. It consists of thorough débridement 
or drainage, filling the wound with vaseline and 
gauze, covering it and fixing it in the best position 
with plaster of Paris, and leaving it alone for as 
long as possible. 


Expectant treatment has recently been advocated 
by some. The affected limb is placed at once in 
plaster of Paris and a window is cut over the 
inflamed area. An incision is made through the 
periosteum when the pus has become subperiosteal. 


The objections to the first method are the need 
of frequent and expensive dressings and complicated 
treatment, chemical irritation of the tissues, the 
risk of secondary infection during these dressings, 
opening up of fresh areas of bone to infection and 
destruction of the inflammatory barrier, and 
exhaustion of the patient by pain, anesthetics and 
secondary infection. 


Objections to Starr’s method are that drainage 
is incomplete and dead framework is not removed. 
The inflammatory reaction in bone and soft parts is 
the same, but the soft parts of the bone (vessels 
and tiSsue in the Haversian canals) are destroyed 
and removed long before the calcium salts of the 
bony framework, which remains to keep up irrita- 
tion and which obstructs the rebuilding process. 
So that although by opening the area widely leuco- 
cytic barriers may be broken down, yet obstructions 
to a cure at one sitting are removed. 


The chief objection to Winnett Orr’s method is 
the smell, but that is seldom so terrible. I have 
had failures through soft tissue abscesses developing. 
This may be avoided by close attention to the tem- 
perature chart and the patient’s general condition. 
On the other hand, this method gives thorough 
drainage, is comfortable for the patient, and rests 
the inflamed part, is simple, and may attain cure 
with one operation. 


Of the expectant treatment I am not competent to 
speak. The idea underlying it is that the inflamed 
bone is to be regarded as a vascular tissue. This is 
so in childhood, near the growing end of bone, 
where there are large sinusoids and soft bony tissue. 
No one would operate on thrombosed cavernous 
tissue. 


A recent suggestion for treatment is the adminis- 
tration of “Stannoxyl” tablets, as for other staphy- 
lococeal infections. This is given in doses of 0-18 
gramme (three grains) in tablets, six to twelve 
tablets a day being given. 


Albee uses a modification of Winnett Orr’s treat- 
ment. His idea is that there is some antibacterial 
agent in the wound, so a mixture of paraffin, three 
parts, vaseline, one part, is poured into the wound 
round a catheter, through which injections of ten 
cubic centimetres of bacteriophage solution are 
made bi-weekly. 


This outline of the subject is necessarily brief 
and much has been omitted, but my aim is to 
promote discussion of this important subject. 


THE RELATIONSHIP OF ALLERGY TO THE 
AUTONOMIC NERVOUS SYSTEM. 


By Sypney Pern, M.R.C.S., L.R.C.P. (England), 
Melbourne. 


Our conception of disease and its treatment is 
changing with extraordinary rapidity at the present 
time. The solutions of many problems are gradually 
being evolved. Of the various factors that go to 
make up disease, inflammatory and _ allergic 
reactions constitute a large proportion. A great 
deal has been written about inflammatory reaction 
and its pathology, but I am not so familiar with the 
pathology of allergic reactions as shown in urticaria 
and eczema, except to know that there is a tendency 
for fluids to exude from the capillaries. To treat 
disease satisfactorily we must endeavour to 
ascertain certain fundamentals, It is first necessary 
to know if the exudation is due to bacterial invasion 
or not. We must also find out whether the toxins, 
by which the bacteria bring about harm, are pro- 
duced at one locality and carried by the blood 
stream to the different parts of the body, or whether 
the bacteria themselves are blood-borne and are 
carried to certain tissues and there held up to 
produce damage in that spot. We also have to know 
whether they are destroyed there or whether they 
continue to multiply in that locality. We have to 
find out whether they are living in foci outside the 
influences of the defence forces of the body, capable 
of gaining entrance and living long enough to 
produce local damage, yet not long enough to be able 
to multiply. We must also have some idea in our 
minds of what the defence forces of the body con- 
sist and what are the types of reaction they put up, 
so that we can assist them, if possible. We must 
likewise try to ascertain the mechanisms of the 
interesting conditions known as allergy and 
anaphylaxis, because between inflammatory reaction 
and allergy lies most of the story of the annihilation 
of disease. It is not by treating a kidney, a heart or 
a pancreas that we are going to achieve success, 
but by aiming at the root cause of disease. It is not 
by applying diathermy to an inflamed joint, breaking 
down adhesions, or using wool pressure that we are 
going to effect a permanent cure. No doubt these 
forms of treatment do assist, but we must get to the 
basic cause, for then the same treatment will apply 
to pathological conditions in different tissues. 
Disease treated by eliminating the cause brings 
about a complete cessation; any other process is 
only temporary. 

We are aware that all involuntary reaction is 
controlled by the autonomic nervous system; and 
owing to unfortunate terminology having been 
applied to its two divisions by various writers, con- 
fusion has arisen in the minds of many. The two 
divisions are better distinguished functionally than 
anatomically, as at times the one nerve carries both 
fibres, and, even if a nerve is supposed to be purely 
of the one order and the response is of the other, 
it is by its response it must be judged. 
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I make no claim to a physiological knowledge and 
am ready to stand corrected, but to try to make my 
point clear I am putting forward these views, which 
I believe to be fairly correct in the main. The terms 
that appear to be most expressive are sympathetic 
and parasympathetic. Every involuntary movement 
or glandular secretion must have an excitatory and 
inhibitory mechanism. Every vessel must be under 
control to contract or expand according to the 
messages it receives. It may be possible that an 
excitatory mechanism is enough in some conditions, 
but of the truth of this I do not know. In whatever 
circumstance the sympathetic is excitatory the other 
is inhibitory, and vice versa. As every mechanism 
in the body, except voluntary mechanisms, is under 
the control of these two systems, we find each con- 
trolling a group of glands either secreting into the 
alimentary tract or into the blood stream. Without 
going into the matter too deeply, we have in the 
sympathetic group the control of all that pertains 
to defence of the being and its ability to overcome 
its enemies, be they man, beast or bacteria, as well 
as the procuring of food and sex matters. On the 
other hand, we have the parasympathetic controlling 
digestion, assimilation of all foods and excretion of 
waste products. In an article published in February, 
1926, in The Medical Journal and Record, on “Some 
Views on the Problem of Anaphylaxis”,”) I pointed 
out (I believe for the first time) that all 
allergic and anaphylactic phenomena fell under 
the parasympathetic control. On the sympa- 
thetic side we have the thyreoid, adrenal and 
pituitary assisting in the defence mechanism. We 
thus arrive at the conclusion that the combating of 
infections is controlled by thé sympathetic and that 


the elimination of bacterial toxins and waste ; 


products belongs to the domain of the para- 
sympathetic. We have long known that adrenal and 
sympathetic action are synonymous, and it has not 
long been known that when a sympathetic nerve 
excites a muscle or gland there is an actual secre- 
tion of adrenaline at the myonural junction or end 
plate. This secretion is neutralized by ergotoxin. 
Dale’) has recently made a most interesting dis- 
covery in that he finds that when a parasympathetic 
nerve incites a gland or muscle to action there is 
a secretion of a substance which has every charac- 
teristic of acetylcholine and which is neutralized by 
atropine. He thinks that its action is extremely 
rapid and it is at once destroyed by an esterase in 
the tissues. Another interesting discovery shows 
that eserine destroys the esterase and so allows of 
the identification of the acetylcholine-like substance. 
This, applied to any muscle or gland controlled by 
the parasympathetic, produces an appropriate 
response. The action of eserine allows of the pro- 
longation of the parasympathetic or vagal stimulus. 
Dale has applied the terms “cholinergic and 


adrenergic” instead of parasympathetic and sympa- 
thetic impulses, as they are descriptive of their 
action. 

As a great many of the symptoms of disease are 
the result of the over-action or unbalanced action of 


one or the other of these systems, it is essential 
that we are clear in our minds on these points, as 
the understanding of them will materially help us 
in diagnosis and treatment. It has long been known 
that asthmatics, or families in which there are 
asthmatics, are liable to other allergic phenomena, 
such as urticaria, erythema nodosum and angio- 
neurotic edema; also that these people are allergic 
to a variety of pollens and other substances which 
are not necessarily of the order of a foreign protein 
but which may be of mineral or other nature. We 
do know that these allergic phenomena are quickly 
amenable to adrenaline and therefore place them 
under the parasympathetic or cholinergic system, 
but there are others which resemble them in many 
ways, such as the eezemas, which do not respond in 
the same way. 

We as physicians know that there are a lot of 
people who react badly to or who are what we call 
anaphylactic to certain substances, such as turpen- 
tine, arsphenamine, pollens, certain dyes et cetera, 
conditions which we have attributed to sensitization. 
These conditions are very closely allied to those in 
which we see the cholinergic impulses predomi- 
nating, and we thus feel disposed to place them 
under the same category of predominating para- 
sympathetic impulses, We also know that many of 
these conditions clear up with the elimination of 
foci of infections, and knowing that the cholinergic 
or parasympathetic system is concerned with 
elimination of harmful and waste products, we are 
inclined to the conclusion that it is an effort on the 
part of this system to eliminate them. 

Such being the case, we still have to ask our- 
selves why some people get these symptoms and 
others do not, so we infer that something is wrong 
with the balance of the autonomic nervous system. 
It therefore behoves us to try to find the causation 
of this imbalance. We turn to the other side of the 
question of over-action of the sympathetic system, 
with its tachycardia and increased excitability, with 
adrenergic or sympathetic impulses dominant. Here 
we find infections producing a syndrome of 
symptoms which has been specified by me as “the 
toxic syndrome”, with tachycardia and nervous 
excitability as the characteristic symptoms. It is a 
curious anomaly that thé same cause may produce 
such diverse conditions in different individuals. 

For instance, an infection can produce “the toxic 
syndrome” on the one hand and an urticarial or 
anaphylactic phenomena on the other. The one we 
conclude to be the work of the attacking forces, 
the other the attempt on the part of the body to 
eliminate the antigen or toxins. Such a mechanism, 
if properly balanced, will fulfil all necessary 
functions. At times we find that this balance is far 
from even; one or the other is aggressively pre- 
dominant. We have long known that adrenaline 
was the keynote to the sympathetic system, con- 
trolled by ergotoxin or eserine, but it is only now 
that we know in what way eserine acts, and that is 
by prolonging the action of the parasympathetic, 
destroying the esterase, which normally neutralizes 
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the acetylcholine secreted by parasympathetic 
impulse. 

Both adrenaline and atropine promptly check 
parasympathetic hyperactivity as seen in anaphy- 
lactic phenomena, the one by stimulating the 
sympathetic, the other by inhibiting the parasympa- 
thetic; but of the two adrenaline is the more 
pronounced; and to curb excessive sympathetic 
activity we use eserine, which increases the para- 
sympathetic balance, as already explained. It would 
now seem that the esterase dominates the situation. 
With excess we get sympathetic phenomena domi- 
nating, with little the parasympathetic holds the 
field, the former depicted in the symptoms of 
exophthalmic goitre, the other by anaphylactic 
phenomena. It is interesting to realize what a little 
step separates two such striking conditions. We 
here stand on the verge of great discovery, as the 
solution of the problem of the production of 
esterase is going to put in our hands enormous 
powers over the control of disease. 

One cannot help thinking that the thyreoid plays 
a considerable part in the control or production of 
esterase, because in thyreotoxic conditions the 
esterase swamps the acetylcholine substance 
immediately and so prevents the balancing action of 
the parasympathetics. With anaphylactic shock and 
allergic phenomena there is no esterase to cut short 
the acetylcholine, so parasympathetic phenomena 
control the field. 


Reaction, then, in the body is either sympathetic 


destructive or parasympathetic eliminative. The 
sympathetic pathology as illustrated by inflamma- 


tion is fairly well known. The other side of the 
question is likewise of vital interest, as so many 
pathological lesions come under this heading. The 
question of sensitization is here involved. Langdon 
Brown has expressed the idea that an urticarial 
wheal is the result of a violent attempt on the part 
of the body to eliminate some toxic element; and I 
believe we can still hold to this, as it is the basic 
function of the parasympathetic system. Between 
the destruction of the organism and the elimination 
of its toxins lie most of the pathological lesions, 
except those which are the result of irritation or 
damage to the cell itself. 

The tissues have shown themselves sensitive to 
many things, not necessarily foreign proteins; 
dyes, drugs, minerals, even heat and cold, are 
capable of producing these reactions. Of all the 
substances that bring about sensitization, the bac- 
terial toxin stands high. We can understand, where 
inflammation is concerned, that the presence of the 
organism is necessary for the reaction, but with a 
toxin that is not so. The toxin can be separated 
from the organism, yet at the same time, in the 
majority of cases, the toxin acts in close proximity 
to the organism. Now, whereas the destruction of 
the organism is an affair of the sympathetic system, 
the elimination of the toxin is the business of the 
parasympathetic. 

It has been suggested that in those cases in which 
there is a general reaction the antibodies are free 


in the blood, and that in those in which the reaction 
is local, they are fixed to those tissues in which 
the reaction occurs. When organisms enter the 
blood stream and locate themselves in a certain 
tissue to the exclusion of others, they are said to 
have a specific elective affinity for them; in other 
words, these tissues have been sensitized to the toxin 
of the organism and thereby cause the arrest of 
that organism in the capillaries of that tissue. We 
not only have the inflammatory reaction brought 
about, but a local allergic one as well. It is not 
improbable that a good deal of tissue swelling and 
fluid in joints is due to this factor in arthritis. 
Where blood-borne organisms are concerned, what 
obtains in one tissue must likewise obtain in others, 
but in such conditions as syphilis and tuberculosis, 
in which the organisms are mostly confined to the 
lymphatics, the pathological picture has other 
features. Except for this we have no reason to 
expect a different reaction in different tissues, 
although it may be greatly modified according to 
virulence of the organism and resistance of the 
patient. 


We have constantly to bear in mind that one of 
the chief reactions of the parasympathetic group is 
vasodilatation with a tendency to exudation, as seen 
in the dilatation of blood vessels and the exudation 
associated with urticaria, also the turgescence and 
engorgement seen in the nasal and bronchial mucosa 
in hay fever and asthma. In the June 16, 1934, 
edition of The British Medical Journal, Holt and 
Macdonald? have contributed an article, “Observa- 
tions on Experimental Shock”. They come to the 
conclusion that “primary shock is most easily 
explained on the basis of a disturbance of the 
nervous system. This variety of shock results from 
a reflex inhibition of the heart and a reflex relaxa- 
tion of vascular tone through the body”—in other 
words, parasympathetic or vagal shock. The other, 
or delayed, shock is, according to their experiments, 
the result of extravasation of blood and serum into 
the damaged tissues and is in proportion to the 
amount of such extravasation. The actual causation 
of this extravasation is at present unknown. The 
recent work of Dale may possibly throw some light 
upon this and solve the problem, and I venture to 
suggest the following possibilities. Dale has 
explained how the action of acetylcholine is 
immediately cut short after it has performed its 
duty, by esterase in the tissues, and that eserine 
delays the action of the esterase and so prolongs 
the vasodilatory action of the acetylcholine. Does 
it not seem that here we have the key to excessive 
exudation of serum? It is certainly not osmotic. 
Acetylcholine was not detected until eserine was 
employed, and that is an excellent reason why no 
vasodilatory substance has been found in the venous 
biood returning from a damaged area. This reaction 
of extravasation can only fall within the fields of 
the sympathetic or parasympathetic system, as 
there is no other, and everything points to the 
parasympathetic group. It would seem that the 
normal power of the esterase to inhibit rapidly the 
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action of acetylcholine had been grossly interfered 
with, owing to the injury to the tissues. I should 
be extremely surprised if experiments done on the 
lines of those of Dale with the use of eserine do not 
recover acetylcholine as the vasodilatory substance. 


There is, then, every reason to believe that the 
factor which causes exudation in the urticarial 
wheal is the same factor as that causing the trans- 
udation of serum in a damaged limb. In each there 
is injury, small or large, and the body is employing 
its primitive methods of dealing with it. Exactly 
what are the basic principles involved it is not at 
present possible to say, but one can feel sure that 
the transudation of serum is one of the very primi- 
tive methods employed both for the destruction of 
organisms as well as to wash them away and prevent 
their entrance to the tissues. In injury there is 
some factor which inhibits the action of esterase 
and so allows of the prolonged action of the acetyl- 
choline. There can be little doubt in our minds 
that the transudation of urticaria is under para- 
sympathetic impulse, as it is so quickly checked by 
adrenaline. We know that adrenaline is of con- 
siderable benefit in shock, but I do not know whether 
its use has been pushed to the extent it has in 
anaphylactic shock. Esterase and adrenaline 
apparently have the same function in inhibiting 
parasympathetic impulse. We see sympathetic 
impulse run riot in exophthalmic goitre, so one can- 
not help connecting the thyreoid with control of the 
adrenal supplies, as esterase and excessive thyreoid 
output function alike. In asthma and allied allergic 
phenomena both thyreoid extract and strychnine 
are of benefit, as both seem to stimulate the adrenals 
to increased action. Adrenaline, owing to its rapid 
and evanescent action, is unsuitable for constant 
use, but with the advent of ephedrine we have a 
similar but more prolonged action, and its use in 
shock may be of great value if employed after a 
preliminary dose of adrenaline. It would seem that 
as long as the fight is on the sympathetic has control 
of affairs, but once that is finished the parasympa- 
thetic holds the field, and I believe that by keeping 
this basic fact firmly in one’s mind it will help 
considerably in solving these problems. 


As in many cases destruction and elimination 
must go on at the same time, we cannot be surprised 
to see inflammation and allergy occurring in the 
same locality. There are, then, two points to con- 
sider: inflammation per se and inflammation plus 
allergy. With the former I shall not deal, as its 
pathology is well known, but of the latter there are 
several considerations meriting our attention. What 
we understand as erythema nodostm has for some 
time been a source of much controversy, and it is 
difficult to reconcile certain known facts. We do 
know that at times various organisms have been 
isolated from the nodes. What they are really does 
not matter; as the phenomenon is simply a response 
to some toxin to which certain tissues have become 
sensitized, one would not expect it to be specific. 
It has also been recorded on very good authority 


that several children have developed the condition 
simultaneously, suggesting that they had ingested 
some toxic substance to which they were more or 
less anaphylactic. It would seem at first thought 
that two such causations could not possibly produce 
a similar reaction, yet on consideration one realizes 
that as it is a toxin and not an organism that is 
responsible for the reaction, and that the toxin is 
capable of being separated from the organism, it is 
then possible to find organisms in the node on one 
occasion and not on another. 


Now, coming to the eczemas and allied conditions, 
we are struck by the combination of allergic plus 
inflammatory reactions, sometimes one, sometimes 
the other predominating, as seen in dry or wet 
eczema. We do know that the removal of a focal 
infection often has the power of eliminating them 
completely. 


My knowledge of the pathology of eczema is very 
limited, but microphotographs used by Handley in 
his “Genesis of Cancer”) show that there is a 
definite lymphangitis, that is, there is some reaction 
taking place in the terminal lymphatics causing 
proliferation of the lining endothelium and bringing 
about blockage of the lymphatic. We know very 
well that in the majority of cases bacteria are 
chiefly responsible for this result, yet, curiously 
enough, a chilblain can produce an exactly similar 
pathological condition. As previously mentioned, a 
variety of substances may cause sensitization in 
tissues; amongst these were heat and cold, as well 
as bacterial toxins. So, as in erythema nodosum, it 


‘did not matter wkether the organism was there or 


not; as long as the toxin was present we must apply 
the same principle to the eczemas et cetera. In a 
direct invasion of the skin by streptococci we get 
erysipelas with no allergic phenomena because there 
is no sensitization, but in an eczema we have either 
the organisms or their toxins lodging in the sensi- 
tized terminal lymphatics, probably reaching there 
by way of the blood stream, causing blockage of 
the lymphatics due to proliferated endothelium plus 
a parasympathetic exudation of serum. The dif- 
ference, then, between an urticaria and an eczema 
is that in the former we have a purely allergic 
reaction controlled by adrenaline, and in the latter 
a combined allergic plus inflammatory reaction con- 
trolled only by eliminating the toxin or organism. 
These views are put forward as suggestions for 
consideration. 
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checked. In a reference the following information should 
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paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


DISTRICT NURSING IN SYDNEY. 

Wuart is known as district nursing is well 
established in at least three large centres in 
Australia—Melbourne, Adelaide and Sydney. In 
Great Britain the same kind of nursing organization 
exists. It is a service most useful to the patient 
and satisfactory both to hospitals and medical 
practitioners. Many patients on their discharge from 
hospital still need some nursing attention, such as 
a surgical dressing. When this treatment is under- 
taken at the patient’s home (and this type of treat- 
ment is one that a district nurse can undertake), 
patient, hospital and medical attendant have reason 
to be content. The hospital is relieved of the 
attendance of another patient at what is probably 
an already overcrowded out-patient department. The 
patient is saved the trouble and possibly the pain 
of making a tedious journey to obtain treatment. 
The medical practitioner, if the organization is 
carried out in the proper way, finds that his patient 


comes once again under his supervision. If the 
patient making journeys to a hospital happens to be 
a child, one of the parents or some other member 
of the family is not taken from work or household 
duties and others in the home are not neglected. It 
is also conceivable that continued journeys to and 
from a hospital may be prejudicial to a patient’s 
recovery. Another type of patient to whom the visit 
of a district nurse is a godsend, is one who is wholly 
or partially bedridden as a result of some chronic 
disease or possibly of some old-standing and dis- 
abling injury. The unfortunate patient is generally 
in poor circumstances and dependent on relatives 
or neighbours whose knowledge is rudimentary. If 
these patients cannot be treated in their own homes, 
they are compelled to seek admission to a govern- 
The effect of a nurse’s visit to 
such a patient’s home is, of course, not limited to 
the actual treatment that she gives. 


ment institution. 


The district nursing services in Melbourne and 
Adelaide are, we understand, more active and in a 
much more flourishing condition than is the service 
in Sydney. The Council of the District Nursing 
Association in Sydney is gravely concerned at the 
small amount of work that its nurses are called 
upon to do and at the inadequate support that it 
receives. Since it was founded in 1900, the District 
Nursing Association in Sydney has been supported 
by private donations and subscriptions. Some years 
ago the Government of the day assisted the associa- 
tion in the purchase of a house that is used as a 
home for the nurses. Only once since then, and 
that in 1934, has the association received financial 
assistance from the Government—in 1934 it was 
granted the sum of £550 out of a total of £700 voted 
for district nursing. The District Nursing Associa- 
tion in Sydney employs only nine district nurses, 
a number quite inadequate for a city that boasts 
upwards of a million inhabitants. During the year 
ended July 31, 1934, 19,173 visits were paid by 
the nurses ; 136 patients were on the register at the 
beginning of the year; and 640 new patients were 
treated during the year. 

We have described the type of work undertaken 
by the District Nursing Association. We have 
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shown that the members of the medical profession 
have every reason for taking an interest in the 
activities of the association. We have pointed out 
that the association should be able to extend its 
activities over a much wider sphere. The council 
of the association is anxious to go much further 
afield. It is thought that many medical prac- 
titioners, particularly in the poorer parts of the 
metropolitan and suburban areas, do not know that 
they can, by calling on the District Nursing Associa- 
tion, help their patients in many ways and make 
their own treatment more beneficial. They are 
invited to make application for assistance to the 
Matron of the District Nursing Home at 36, Boyce 
Street, Glebe, New South Wales. Hospital 
authorities should remember that this service exists. 
On discharge from hospital a patient should be sent 
by hospital authorities to his or her former medical 
attendant. If this were done, the medical prac- 
titioner would be able to call on the District Nursing 
Association if he thought that the help of a district 
nurse was necessary. If the matron of the District 
Nursing Home were notified, she would communi- 
cate with the patient’s usual medical attendant. In 
Great Britain, when the question of domiciliary 
attendance was discussed by the Hospitals Com- 
mittee of the British Medical Association, it was 
held that in no circumstances should patients 
unsuitable for or not needing or having completed 
hospital treatment be referred to any agency other 
than the general practitioner. It was stated that 
in respect to patients whom the hospital regarded 
as still under its care, but in need only of nursing 
attention at home, the general practitioner should 
invariably be informed of the hospital’s action and 
the patient should be instructed to report to the 
practitioner. General practitioners in and around 
Sydney may rest assured that every endeavour will 
be made by the District Nursing Association to 
conform to the recommendations of the Hospitals 
Committee of the British Medical Association. A 
final point that should be emphasized is that if more 
work is found for the district nurses to do, the 
public will surely find the necessary financial 


support. 


Current Comment. 


RECURRENCES IN PNEUMONIA. 


Ir is well recognized that persons who have 
suffered from attacks of pneumonia due to one or 
other form of the pneumococcus are liable to fall 
victim to a similar infection in a certain proportion 
of cases. The percentage of such recurrences as 
judged by the history given by the patient varies 
according to different writers from 13% to over 
30%. Individual patients have been known to suffer 
many attacks, and if the probable frequency of 
pneumonia in children is borne in mind (for in them 
the disease is often benign and certainly not always 
recognized or even treated), cases of recurrent 
attacks of the disease must be not uncommon. It 
is of great interest to inquire what is the explana- 
tion of this. Is it that there is a special tendency 
to this type of reinfection in certain persons, due 
to naturally low resistance, to local lack of resis- 
tance in the lung, or to an actual tendency of one 
attack to pave the way for another, or is it that an 
infection by a pneumococcus of one group fails 
to protect against a member of another group? 

This problem is considered by M. Finland and 
A. W. Winkler in an analysis of fifty-seven cases of 
repeated attacks of pneumonia in which accurate 
information was. available with regard to the 
infecting types.1_ They only included cases in which 
the proof of a genuine pneumonic attack was 
satisfactory and in which the pneumococci at fault 
had been serologically identified during two or 
more attacks. They found that the type of 
the pulmonary lesion was lobar in approximately 
three-quarters of the cases; in most of the remainder 
a primary lobar attack was followed by an atypical 
attack, in which distribution was more patchy and 
of the order of a bronchopneumonia. It is 
interesting to read down the list of the fatal cases. 
In each instance there was some untoward feature 
of the illness, such as the coexistence of diabetes, 
nephritis, congestive heart failure, alcoholism et 
cetera, and only in very few did a pure toxemia 
kill the patient. A further point of interest 
concerning the recurrent pneumonias in general was 
that in more than a quarter of the cases the second 
attack was apparently induced by some extraneous 
factor, such as operation, accident or intercurrent 
illness. The importance of recent pneumonic 
attacks in patients whom it is proposed to subject 
to any surgical ordeal will be apparent. As 
regards the actual types of pneumococcus causing 
the illness, it was found that there was no special 
correlation between the types found in the different 
attacks. For example, the twenty patients who 
suffered a primary pneumonia due to Type I showed 
an average distribution between the various types 
in their second attack; and the nineteen patients 
who had a Type I pneumonia in the second attack 
showed a similar distribution in their first attacks. 
Thus the pneumococcus responsible for an attack 
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did not necessarily protect the patient against an 
attack from the same or a different type. One very 
interesting finding was that out of thirteen cases in 
which the homologous type antiserum had been 
used in treatment no less than four suffered a 
recurrence later due to the same variety of pneumo- 
coccus. Does this mean that serum therapy may 
actually confer a less lasting degree of immunity 
on the patient? It should be pointed out, however, 
that the recurrences in these cases took place soon 
after the original attack; apart from these, serum 
treatment had little effect upon the character of the 
recurrence. 

This series is not large, but it needed no little 
perseverance to find even these cases, for 5,000 case 
histories were consulted before the fifty-seven here 
analysed could be found. But, as far as it goes, it 
would appear that there is no special change pro- 
duced in the lung or in the body in general by an 
attack of pneumonia that would alter the degree 
of susceptibility of the individual to the various 
pneumococcal types. 


CYSTICERCOSIS. 


Att medical practitioners are familiar with the 
hydatid cyst, the larval stage of Echinococcus 
granulosis; but many are apt to forget that the 
larval forms of other tapeworms may occur in man. 
The essential factor in infestation with cysticerci 
is the entry of tapeworm ova into the stomach. Man 
may become infested by contaminated food or water ; 
if he harbours an adult tapeworm, he may convey 
ova to his'mouth by his hands, or mature proglot- 
tides may migrate along his intestine to his stomach, 
or ova or proglottides may be conveyed to the 
stomach by retroperistalsis accompanying excessive 
vomiting. The hexacanth embryo is liberated from 
the ovum by the action of the digestive juices; it 
reaches the blood stream and is carried to some 
remote part of the body, where it becomes encysted. 
The brain, muscles and subcutaneous tissues are the 
parts most frequently invaded. Many hundreds of 
cysts may develop in one person. Infestation with 
cysticerci of Tenia soliném is not uncommon. Tenia 
saginata, though a commoner human parasite in 
temperate climates, seems rarely to occur in its 
larval stage in man. Possibly it occurs quite as 
frequently as Tenia solium, but causes symptoms 
less frequently. 

W. P. MacArthur has recently drawn attention to 
the importance of cysticercosis as a cause of 
epilepsy. Inspired by MacArthur’s admirable work, 
H. B. F. Dixon and D. W. Smithers conducted an 
investigation into epilepsy in cysticercosis (Tenia 
solium) among soldiers and their dependants at the 
Queen Alexandra Military Hospital, Millbank.’ They 
also endeavoured to trace the later history of all 
cases reported in Great Britain. They obtained the 
record of 71 cases, 33 of which had been reported 
either before or during their investigation, one as 


1The Quarterly Journal of Medicine, October, 1934. 


early as 1892. As evidence of the reawakened 
interest in the disease, they point out that though 
their series includes all cases that they have been 
able to trace, 36 of the 71 were diagnosed in the 
two years prior to the completion of their paper, 
and all but 14 since 1926. They remark that in the 
early stages of cysticercosis there may be no 
symptoms; but many patients suffer from fever, 
general malaise, myalgia et cetera. In some cases 
the first symptom is severe headache. They go on 
to say that “the majority of patients develop some 
form of epileptic attack”. There does not seem to be 
justification for this statement; possibly many 
persons become infested with cysticerci without 
developing any symptoms of note. 

The parasites apparently cause little disturbance 
until they die. The fluid content of the cyst then 
increases and the cyst becomes tense and swollen. 
It is suggested that the symptoms are caused partly 
by toxic effects and partly by increase in the size 
of the cysts. 

The cysticercus in the brain is surrounded by a wall of 
sclerosed neuroglia . . . . When the cysticercus dies and 
degeneration commences the tissues around also undergo 
active degenerative change .... The damaged area may 
now undergo necrosis and again become surrounded by a 
wall of sclerosed neuroglia. 

In the course of time calcification of the cysti- 
cercus may occur, commencing frequently in the 
scolex. Distinctive radiographic appearances of the 
calcified parasite are described. 

The diagnosis is made by demonstration of the 
larval form of Tenia soliwm in an excised cyst, by 
radiological examination, or by skin tests and com- 
plement fixation tests. The latter have not proved 
very satisfactory. Dixon and Smithers point out 
that diagnosis by means of X rays is unlikely within 
four or five years of infestation, and may be impos- 
sible at even later periods. Calcification occurs 
earlier in the muscles than in the brain—a point of 
practical importance. Nodules can often be felt in 
the subcutaneous tissues; but they tend to come 
and go, being impalpable before the death of the 
parasite and again after the absorption of the fluid 
content of the cyst. In Dixon and Smithers’s series 
of cases the shortest period between the onset of 
symptoms and death was six days, the longest twelve 
years. In only five cases had the liability to fits 
ceased. The treatment at present is palliative only. 

Medical practitioners should bear cysticercosis in 
mind when seeking a cause for epilepsy, especially 
if the patient has lived in a country where sanita- 
tion is primitive or where inadequately cooked pork 
is eaten. It is significant that only two of Dixon 
and Smithers’s patients had never been abroad ; and 
all save one (a sailor) were soldiers or members of 
soldiers’ families. Measures of prophylaxis readily 
suggest themselves; the necessity for them should 
he impressed on any person infested with Tania 
solivm or, for that matter, Tenia saginata, which is 
not uncommon in this country. It would be remark- 
able if the cysticercus of Tenia saginata was not 
occasionally responsible for epileptic seizures or 
other manifestation of cerebral disease. 
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Abstracts from Current 
evdical Literature. 


THERAPEUTICS. 


Parenteral Administration of Fluid. 


ALExIs F. HARTMANN (The Journal 
of the American Medical Association, 
November 3, 1934) discusses the sub- 
ject of dehydration and the varying 
chemical changes which may occur as 
a result in the body fluids. From 
these theoretical considerations he 
builds up a_ therapeutic scheme 
whereby certain solutions of differing 
chemical composition are used in the 
various types of fluid loss. It is 
essential to remember in any such 
scheme that one can by chemical 
examination of the blood obtain proof 
of the loss of water, chloride, bicar- 
bonate and total fixed base. The loss 
of potassium and calcium is not 
usually thus indicated, as their con- 
centration in the blood tends to remain 
fixed, the tissue cells and bones acting 
as reserve depéts. Such information 
enables the administration of fluid to 
be further enhanced by the addition 
of the chemical substances necessary 
for a complete restitution. The 
physical state of the fluid to be 
administered is also to be considered, 
the more normal the colloidal osmotic 
pressure, the more successful will be 
the attempt to restore a normal cir- 
culation with a normal interchange 
of substances between the blood and 
intercellular fluid. Isotonic sodium 
chloride should go far towards the 
relief of dehydration, and so it does, 
but frequently it does not go far 
enough. With the addition of potas- 
sium and calcium as_ theoretically 
indicated in the same proportions as 
they exist in blood plasma, Ringer’s 
solution results and is of value. In 
Locke’s and Tyrode’s modifications 
sodium bicarbonate is added in small 
quantity, but not to the full thera- 
peutic indication, on account of the 
precipitation of calcium bicarbonate. 
In treating acidosis, therefore, it is 
necessary to give separate and con- 
trolled injections of Ringer’s solution 
and bicarbonate or, alternatively, to 
avoid the chemical decomposition by 
the substitution of sodium lactate for 
bicarbonate. The author then gives a 
list of the various fluids he has used, 
their chemical composition and details 
of their preparation, together with 
the therapeutic indications for each. 
Thus Ringer’s solution is indicated 
whenever chlorides and fixed bases are 
lost, as in vomiting and diarrhea, 
pyloric and intestinal obstruction, 
diabetic acidosis and the terminal 
stage of glomerular nephritis. Eighty 
to one hundred cubic centimetres per 
kilogram of body weight, preferably 
given subcutaneously or _ intraperi- 
toneally, is the usual dosage required. 
For all forms of acidosis other than 
that associated with congenital heart 
disease with persistent cyanosis, iso- 


tonic sodium lactate solution is of 
value. It may also be used to obtain 
rapid alkalinization of the urinary 
tract. The combined lactate and 
Ringer’s solution is also helpful when 
a chemical study of the blood has not 
been made, as it will relieve either 
acidosis or alkalosis of the metabolic 
types. An average dose is eighty to 
one hundred cubic centimetres per 
kilogram of body weight. The addition 
of dextrose 10% provides the most 
suitable fluid for a continuous intra- 
venous drip method of administering 
fluid. Sodium bicarbonate solutions 
are indicated in the same conditions 
as sodium lactate solutions, but it has 
many disadvantages. Dextrose is 
indicated when carbohydrate metab- 
olism is low, when hypoglycemia 
is present, when ketosis exists, or 
when there is depletion of muscle and 
liver glycogen. It is also useful in 
promoting diuresis in such conditions 
as acute nephritis with acute cerebral 
cedema. Acacia is especially indicated 
when the blood volume has been 
reduced as the result of hemorrhage 
or shock. Through its effect in raising 
the colloidal osmotic pressure it tends 
to maintain blood volume. It should 
be administered intravenously, one to 
two grammes per kilogram of body 
weight being given in a 6% to 30% 
solution over a period of forty-five to 
sixty minutes, and this may be 
repeated daily until ten grammes per 
kilogram have been given. The uses 
of blood transfusion are also discussed. 


Glycocolle. 


C. I. Urecnta AND A. Retezeanu (La 
Presse Médicale, August 11, 1934) 
record the results of treatment in two 
cases of myopathy and one case of 
myasthenia. The patient with myas- 
thenia was eighteen years old. She 
was given 15 grammes of glycocolle 
daily for one month. There was a 
definite, though not a marked, 
improvement, The creatine, creatinine, 
potassium and calcium in the blood 
were normal, and the sulphur was 
diminished. ‘Treatment had no effect 
on the blood content of these sub- 
stances. Treatment with extract of 
total suprarenal gland was also 
attended by improvement, and injec- 
tions of extracts of tuber cinerium 
gave even better results; however, the 
patient died during an attack of 
influenza two months later. An 
improvement was also obtained in two 
patients, aged nineteen and twenty- 
one, afflicted with myopathies, by the 
oral administration of glycocolle. The 
high cost of this substance prevented 
continuation of the treatment, and the 
good effects were completely lost after 
a few weeks. 


Scarlet Fever Immunization. 


In early studies of diphtheria toxin 
it was observed that the toxin under- 
goes a spontaneous change on standing, 
with a resulting loss of toxicity which 
is not accompanied by a corresponding 
loss in ability to neutralize antitoxin. 


Such a change may be accelerated by 
the addition of formaldehyde, and the 
resulting non-toxic substance that is 
still able to bind antitoxin and possess 
antigenic power is referred to by 
Ehrlich as toxoid. George Dick and 
Gladys Dick (The Journal of the 
American Medical Association, Novem- 
ber 3, 1934) have endeavoured to 
determine whether there is any cor- 
responding toxoid to be produced in 
scarlet fever toxin and capable of 
stimulating the production of anti- 
toxin when injected into susceptible 
individuals. The scarlet fever toxin 
kept at ice-box temperature does not 
undergo a spontaneous loss of toxicity 
comparable with the change noticed in 
diphtheria toxin. Attempts have been 
made, therefore, to produce a scarlet 
fever toxoid by the treatment of the 
toxin with formaldehyde. In con- 
sidering results of previously pub- 
lished work it was noted that none of 
the authors was able to detoxify scarlet 
fever toxin completely, though some 
used as high as 2% of a 40% solution 
of formaldehyde. It is significant that 
preparations of scarlet fever toxin 
containing the largest amount of 
formaldehyde gave the lowest percen- 
tage of immunity following the injec- 
tion of formalized toxin, while the best 
results have been reported by those 
who use less than a 05% solution of 
formaldehyde. The better results 
obtained with toxin treated with 
smaller amounts of formaldehyde 
might be due to the presence of larger 
amounts of unaltered toxin. Details 
of various experiments performed by 
the writers are given, and from them 
the following conclusions are drawn. 
No evidence now available justifies 
the assumption that there is a scarlet 
fever toxoid analogous to diphtheria 
toxoid. Scarlet fever toxin is only 
partially detoxified by formaldehyde 
solution up to 1%, and the presence 
of unaltered toxin in this formalized 
preparation is sufficient to account 
for its immunizing properties. Alum 
precipitates diphtheria toxin, and 
toxins may be demonstrated in the 
precipitate, but the redissolved alum 
precipitate from scarlet fever toxin 
showed no evidence of the presence of 
toxin. Lastly, since the detoxified 
portion of formalized scarlet fever 
toxin is not antigenic, it is inferior 
to unmodified toxin as an immunizing 
agent because of the unnecessary 
amount of useless protein it contains. 


Dental Fever. 


R. Tursautt AND L. Lesoure (La 
Presse Médicale, August 11, 1934) 
describe five patients in whom infec- 
tion of the gums or of the roots of 
teeth gave rise to persistent fever. 
There was no obvious cause for the 
daily rise of temperature to two or 
three degrees above normal, and in 
all five patients tuberculosis was sus- 
pected. When this was excluded, 
mainly by radiological examination, it 
was found that the removal of infected 
teeth and the treatment of infected 
gums were followed by recovery. 
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NEUROLOGY AND PSYCHIATRY. 


The Use of “Pyrifer”. 


J. Erskine Howie (The Journal of 
Mental Science, July, 1934) conducts 
numerous experiments on mental 
patients with “Pyrifer’, a preparation 
of killed bacteria of the éoli group. 
This is put up in seven different 
strengths, ranging from 50 million to 
5,000 million bacteria per cubic centi- 
metre. The dose used depends upon 
the patient’s reaction to the initial 
injection. The preparation is adminis- 
tered intravenously. Its use is pain- 
less. The fever falls by lysis after 
the early injections, but after the 
third injection of “Pyrifer” the typical 
fever rhythm appears. The tempera- 
ture rises sharply within the first 
hour and is usually accompanied by 
a rigor. It reaches its maximum 
height in the third hour; and the 
patient becomes afebrile in from four 
to eight hours. The injections are 
given on alternate days, and it is pos- 
sible, so this author states, to produce 
regular attacks of fever of approxi- 
mately equal temperature by the 
administration of increasing doses 
and to adapt the height of the fever 
to the physical condition of the 
individual patient. Headache and 
vomiting sometimes occur, but may be 
lessened by administering the “Pyrifer” 
to a fasting patient. The exhibition 
of “Luminal” is also distinctly helpful 
in such cases. The weight declines, 
but is rapidly regained during con- 
valescence. There is a leucocytosis 
with a relative fall of lymphocytes and 
a shift to the left of the Arneth count 
during treatment. “Pyrifer” was suc- 
cessfully used in cases of neuro- 
syphilis with results quite as good as 
those obtained in unselected cases with 
induced malaria. In the old and feeble 
patients it is better tolerated than 
malaria; it is more easily controlled. 
The results of “Pyrifer” therapy in 
the other psychoses were just as dis- 
appointing as those obtained by 
malaria or any other form of pyro- 
therapy. 


The Criminal Insane. 


ScHwarz (Mental Hygiene, 
July, 1934) studies the criminal insane 
under jurisdiction. He essays a 
definition of criminal insanity and 
attempts to show how the criminal 
who is insane can be differentiated 
from the criminal who is malingering. 
He agrees with Meyer Solomon that 
the crime of a criminal who is insane 
is one not consciously and purposely 
chosen. A person who shows obvious 
psychotic behaviour at the time of his 
crime may never reach the court; but 
confusion is almost bound to occur 
in court when the defendant appears 
to answer in a logical manner. The 
author makes the following distinc- 
tion: An insane criminal is an 
individual who has always shown 
criminal tendencies and incidentally 
has developed a psychosis; a criminally 


insane person is a mental patient who, 
on account of his lack of judgement, 
his impaired powers of discrimination 
or some other shortcoming of his 
diseased mind, has committed an act 
against the interests of society. It is 
difficult to define the position of the 
kleptomaniac or the pyromaniac. They 
are aware of the illegal aspect of their 
deeds, but are swept on by the patho- 
logical impulse. Their crimes are 
stereotyped, do not bring them any 
material benefit, and cause subsequent 
remorse. If one is properly guided by 
the history, the personality traits and 
the general irrational behaviour of the 
delinquent, it is seldom difficult to 
recognize the criminal acts of those of 
an insane person as distinct from the 
malingerer. There is usually to be 
found supporting evidence of lack of 
premeditation, incoherence, and awk- 
wardness of action, unnecessary force,' 
unusual brutality, lack of sound 
motive and lack of an attempt to 
escape. 


Failure at School. 


Samvet C. (Mental Hygiene, 
October, 1934) studies failure in 
secondary schools as a mental hygiene 
problem. Failure at school is not 
always due to lack of intelligence or 
poor mental endowment. According to 
this author, experience indicates that 
nearly 50% of those who fail in their 
secondary schools have more than the 
average intelligence. The author there- 
fore sought the cause of this failure 
in the emotional lives of the pupils. 
Thirty-one such failures were studied. 
It was discovered that emotional 
problems and even psychopathic con- 
ditions might present failure at school 
as their first symptom. Inferiority 
feelings and attitudes of timidity were 
found responsible for failure in nine 
of the thirty-one pupils. Emotional 
instability, emotional immaturity and 
pampering in the school and home 
accounted for twelve other cases. 
Guidance has improved the work of 
most of these pupils by helping in the 
natural adjustment and developing of 
their personalities. Twenty-eight 
students out of thirty-one have, after 
investigation and guidance, completed 
two terms of work in one, after having 
previously failed in the same course. 
The results of this study indicate, in 
the words of the author, that failure 
in students with high intelligence 
quotients in secondary schools should 
be investigated from a_ psychiatric 
point of view and that proper treat- 
ment should be instituted. 


Forced Spinal Drainage. 


Rarpn M. Fetrows (American 
Journal of Syphilis and Neurology, 
October, 1934) gives details of the 
application and technique of forced 
spinal drainage and the report of a 
ease of taboparesis wherein relief 
from gastric crises was obtained by 
this method. The lumbar puncture is 
made in the usual way and the 


cerebro-spinal fluid is allowed to drain 


from the patient for from eighteen to 
thirty-six hours. Intravenous injec- 
tions of hypotonic saline solution are 
given. This causes an increased flow 
of cerebro-spinal fluid. The author 
claims that from 2,000 to 5,000 cubic 
centimetres of hypotonic saline solu- 
tion may be given in eight or twelve 
hours, during which time 200 to 300 
cubic centimetres of cerebro-spinal 
fluid may escape. “Sodium amytal” 
or morphine is given as a sedative, if 
required. Four to five litres of fluid 
may be given orally, The idea is that 
the reduction of intracranial pressure 
to atmospheric pressure makes the 


intracranial conditions of fluid produc-. 


tion conform to those of the rest of 
the body. At this pressure there is 
an active participation of all the 
capillary beds. The contraindications 
to forced spinal drainage are few: 
spinal block, obstructive hydro- 
cephalus, cystic tumours, areas of 
fresh hemorrhage with engorgement 
and necrosis. A case of taboparetic 
neurosyphilis is described, compli- 
cated by gastric crises, complete 
alleviation of which was brought 
about by forced spinal drainage, and 
no recurrence of the crises has been 
reported. The patient subsequently 
underwent a course of induced 
malarial therapy. 


Basophile Adenoma of the Pituitary 
Gland. 


D. S. Russert, H. Evans anp A. C., 
Crooke (The Lancet, August 4, 1934) 
report the clinical and pathological 
histories of two cases of basophile 
adenoma of the pituitary gland. The 
syndrome describec by Cushing as 
pituitary basophilism was imperfectly 
manifested in both cases. The 
prominent feature in both was cardio- 
vascular hypertrophy. Obesity was 
present in both but atypical in one 
case. Bright’s disease was the cause 
of death in one instance and in the 
other cerebral hemorrhage compli- 
cated essential hypertension and 
primary ischemic nephritis of 
moderate degree. In neither case was 
there any abnormal invasion of the 
posterior lobe of the pituitary by baso- 
phile cells. The authors state that 
their two cases, considered in con- 
junction with those reported else- 
where, suggest that the correlation 
between basophile adenoma, obesity 
and persistent high blood pressure is 
very close. These cases, it is claimed, 
show that the correlation, if it exists, 
is between basophile adenoma and 
high blood pressure as such, and not 
between basophile adenoma _ and 
chronic Bright’s disease. The authors 
stress this point because of a recent 
report of the changes of malignant 
nephrosclerosis in two verified 
examples of basophile adenoma. 
Further work is needed to show 
whether basophile adenomata can 
also be demonstrated in types of 
chronic Bright’s disease with secon- 
dary cardio-vascular hypertrophy 
other than malignant nephrosclerosis 
(nephritis repens). 
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British Medical Association Mews. 


ANNUAL MEETING. 


THE ANNUAL MEETING OF THE VICTORIAN BRANCH OF THE 
British Mepicat Association was held at the Medical 
Society Hall, East Melbourne, on December 5, 1934, Dr. 
GERALD WEIGALL, the President, in the chair. 


ELEecTION oF Orrice-BEARERS AND MEMBERS OF COUNCIL. 


The President announced that the Council had elected 
the following office-bearers: 
President: Dr. Rupert M. Downes. 
Vice-Presidents: Dr. Walter Summons and Professor 
R. Marshall Allan. 
Chairman of Council: Dr. J. Newman Morris. 
Honorary Treasurer: Dr. C. H. Mollison. 
Honorary Secretary: Dr. J. P. Major. 


The President announced that the following had been 
elected members of the Council by the general body of 
the members: Professor R. Marshall Allan, Dr. H. C. 
Colville, Dr. John Dale, Dr. A. P. Derham, Dr. R. M. 
Downes, Dr. E. M. Embelton, Dr. Mark Gardner, Dr. 
J. S. Green, Dr. Victor Hurley, Dr. L. S. Latham, 
Dr. F. Kingsley Norris, Dr. H. Douglas Stephens, Dr. B. M. 
Sutherland, Dr. B. T. Zwar. 

The President announced that the following had been 
elected by the subdivisions: Dr. F. J. Bonnin, Dr. W. F. 
Brownell, Dr. J. A. Cahill, Dr. G. R. Davidson, Dr. 
C. H. Dickson, Dr. R. L. Fulton, Dr. O. B. Goyen, 
Dr. J. J. Kelly, Dr. J. L. M. Kneebone, Dr. J. P. Major, 
Dr. F. E. McAree, Dr. D. W. Neville, Dr. S. J. Newing, 
Dr. D. C. Pigdon, Dr. Walter Summons, Dr. Gerald Weigall, 
Dr. J, F. Wilkinson, Dr. Ian J. Wood. 

The President announced that Dr. R. H. Fetherston, 
Dr. Frank L. Davies, Dr. C. H. Mollison and Dr. J. Newman 
Morris were the ex officio members of the Council. 

The representative of the Victorian Medical Women’s 
Society was Dr. Constance Ellis. 

The President announced that the following had been 
coopted as members of the Council: Dr. G. A. Birnie, 
Dr. D. Roseby, Dr. John H. Shaw. 


ANNUAL REporRT OF THE COUNCIL. 


The annual report of the Council, having been circu- 
lated, was taken as read and adopted. The report is as 
follows: 

The Council of the Branch and the Committee of the 
Society present the fifty-fifth annual report of the Brarch 
and the seventy-ninth of the Society. 


Election. 


At the annual meeting held last December the following 
members of the Council a::d of the Committee were 
elected: Professor R. Marshall Allan, Dr. H. C. Colville, 
Dr. J. Dale, Dr. A. P. Derham, Dr. R. M. Downes, Dr. 
D. M. Embelton, Dr. M. C. Gardner, Dr. J. S. Green, Dr. 
T. E. Victor Hurley, Dr. L. S. Latham, Dr. F. Kingsley 
Norris, Dr. H. Douglas Ste»hens, Dr. B. M. Sutherland, 
Dr. B. T. Zwar. 

The following were elected to represent the sub- 
divisions: Dr. F. J. Bonnin, Dr. W. F. Brownell, Dr. J. A. 
Cahill, Dr. C. H. Dickson, Dr. R. L. Fulton, Dr. O. B. 
Goyen, Dr. J. L. M. Kneebone, Dr. J. P. Major, Dr. J. J. 
Kelly, Dr. S. J. Newing, Dr. F. BE. McAree, Dr. D. C. 
Pigdon, Dr. W. A. Spring, Dr. W. E. Summons, Dr. A. R. 
Thorne, Dr. W. G. D. Upjohn, Dr. Gerald Weigall, and 
Dr. J. F. Wilkinson. 


The Council, under Rule 8, coopted Dr. G. A. Birnie, 
Dr. Roseby, and Dr. J. Shaw, and elected Dr. Constance 
Ellis, nominated by the Victorian Medical Women’s 
Society. The Trustees of the Medical Society of Victoria 
are members ez officio. 


The Council elected the following office-bearers: 
President: Dr. Gerald Weigall. 
Vice-Presidents: Dr. R. M. Downes and Dr. W. E. 
Summons. 
Honorary Secretary: Dr. J. P. Major. 
Honorary Treasurer: Dr. C. H. Mollison. 
Honorary Librarian: Dr. W. G. D. Upjohn. 
And the Chairman of the Council, Dr. J. Newman Morris. 
The Executive consists of the President, with other 
office-bearers, and the immediate past President, Dr. 
W. G. D. Upjohn. 


Attendances at Council Meetings. 


There were eleven ordinary and two special meetings of 
the Council, and the following shows the attendance: 


Dr. F. K. Norris ...... 13 Dr. Constance Ellis ... 8 
Dr. W. Summons ..... 13 Be. J. 8 
Dr. Gerald Weigall .... 13 Dr. S. J. Newing ...... 8 
Dr. J. Newman Morris 12 Dr. Mark Gardner .... 7 
Dr. H. D. Stephens ... 12 Dr. L. S. Latham ..... 7 
Dr. B. M. Sutherland .. 12 Dr. W. F. Brownell ... 6 
Dr. H. C. Colville ..... ll Dr. F. E. McAree .... 6 
Dr. R. H. Fetherston.. 11 Dr. A. R. Thorne ..... 6 
COS eee 11 Dr. A. P. Derham .... 5 
Dr. J. F. Wilkinson ... 11 Dr. C. H. Dickson .... 5 
Dr. Victor Hurley .... 10 De. O. B. Gayem ...... 5 
Dr. C. H. Mollison .... 10 Dr. R. L. Fulton ...... oF 
Dr. W. G. D. Upjohn .. 10 Dr. J. L. Kneebone .... 3 
Dr. G. A. Birnie ...... 9 Dr. D. M. Embelton .. 1’ 
Dr. R. M. Downes ..... 9 Dr. J. ...... 0 
Professor R. Marshall Wee 0 


The average attendance at each meeting was 23-6, and 
the highest attendance for any one meeting was 30. 


Appointment of Committees. 


The following committees were appoint:< the Council 
(the first-named acted as convener at that committee): 


Ethics: Dr. Major, Dr. Davies, Dr. Fetherston, Dr. 
Latha, Di. Pigdon, Dr. Sutherland, Dr. Wilkin- 
son, Dr. Zwar, and the executive. 

Finance, House and Library: Dr. Mbollison, Dr. 
Fetherston, Dr. Upjohn. 

Legislative: Dr. Colville, Professor Marshall Allan, 
Dr. Devies, Dr. Green, Dr. Latham, Dr. Morris, 
Dr. Newing, Dr. Norris, Dr. Roseby. 

Orgawcation: Dr. Roseby, Dr. Brownell, Dr. Birrie, 
Dr. Colville, Dr. Gardner, Dr. Green, Dr. McAree, 
Dr. Major, Dr. Newing, Dr Pigdon, Dr. Shaw, 
Dr. Summons, Dr. Sutherland, Dr. Upjonn, Dr. 
Weigall, Dr. Wilkinson, Dr. Cahili and represen- 
tatives of country subdivisions. 

Public Health and Public Questions: Dr. Gardner, 
Professor Marshall Allan, Dr. Brownell, Dr. Cahill, 
Dr. Dale, Dr. Derham, Dr. Ellis, Dr. Embelton, 
Dr. Norris, Dr. Roseby, Dr. Summons, and Dr. 
Stephens. 

Services: Dr. Downes, Dr. Dale, Dr. Derham, Dr. 
Fetherston, Dr. Green,- Dr. McAree, Dr. Shaw. 
Science: Dr. Hurley, Dr. Colville, Dr. Downes, Dr. 
Ellis, Dr. McAree, Dr. Norris and Dr. Stephens. 
Hospital: Dr. Zwar, Professor Marshe!l Allan, Dr. 
Birnie, Dr. Gardner, Dr. Hurley, Dr. Latham, Dr. 
Morris, Dr. Shaw, Dr. Thorne, and Dr. 

Wilkinson. 

Standing Insurance: Dr. Embelton, Dr. Davies, Dr. 
Hurley, Dr. Majer, Dr. Mollison, and Dr. McPhee. 

Correspondence: Dr. Major and Dr. Morris. 


Social Committee: Dr. Roseby and Dr. McAree. 


1Leave of absence. 
2 Absence through illnegs. 
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Special Committees. 


Early Medical History: Dr. Howard, Dr. A. G. Black, 
Dr. Fetherston, Dr. Hooper, Dr. Meyer, Dr. Kenny, 
Dr. Norris, and Dr. A. Jeffreys Wood. 

Yallourn: Dr. Wilkinson, Dr. Davies, Dr. Major, Dr. 
Morris, Dr. Robertson, Dr. Sutherland, and Dr. 
Zwar. 


Appointments and Nominations. 


President-Elect, British Medical Association, 
1936: Sir Richard R. Stawell. 

Central Council, British Medical Association: Professor 
R. J. A. Berry. 

Federal Council: Dr. Davies and Dr. Morris. 

Annual Representative Meeting: Representative, Dr. 
Embelton; Delegates, Dr. L. J. Clendinnen and Dr. 
E. J. Grieve. 

Victorian Bush Nursing Association: Dr. Sutherland 
and Dr. Weigall. 

City Electoral Roll: Dr. Hurley, Dr. Major, and Dr. 
Shaw. 

Free Kindergarten Union: Dr. Weigall. 

Victorian Baby Health Centres Association: Dr. 
Derham. 

Melbourne University Association: Dr. Stephens. 

Victorian Institute of Hospital Almoners: Dr. Morris. 

Lord Mayor’s Fund; Dr. Morris. 

Medical Advisory Committee, Education Department: 
Dr. Zwar. 

Victorian Council for Mental Hygiene: Dr. Dale and 
Dr. Derham. 

Melbourne Permanent Post-Graduate Committee: Dr. 
Major, Dr. Upjohn, and Chairman of Science 
Committee. 

Big Brother Movement: Dr. Weigall. 

The Society for Health of Women and Children of 
Victoria: Dr. B. L. Stanton. 

Medical Officers’ Relief Fund, Advisory Committee: 
Dr. Mollison, Dr. Davies, and Dr. Upjohn. 

Australian Aerial Medical Services: The President. 

Nurses’ Board: Dr. R. W. Chambers. 


Medical Board of Victoria: Dr. Morris. 


1935- 


Standing Appointments. 

Trustees of the Medical Society of Victoria: Dr. Davies, 
Dr. Fetherston, Dr. Mollison, and Dr. Morris. 

The Advisory Committee to the Charities Board: Dr. 
Hurley, Dr. Embelton, Dr. Latham, Dr. Morris, Dr. 
McPhee, Dr. Wilkinson, and Dr. Zwar. 

Queen’s Memorial Infectious Diseases Hospital: Dr. 
Morris. 

Victorian Correspondent, 
Journal”: Dr. Derham. 

British Medical Agency Company of Victoria Pro- 
prietary Limited: Directors, Dr. Mollison (Chair- 
man) and Dr. Fetherston; Managing Director, 
Mr. W. Ramsay. 

British Medical Insurance Company of Victoria: 
Directors, Dr. Mollison (Chairman), Dr. Fether- 
ston, Dr. W. Kent Hughes, and Dr. Morris; 
Secretary, Mr. A. M. Ford. 

Board of Australian Inland Mission: Dr. J. W. Dunbar 
Hooper. 

Masseurs’ Registration Board: Dr. Downes and Dr. 
W. W. S. Johnston. 

Fifth Australian Cancer Conference: Dr. K. S. Cross. 

Australian and New Zealand Association for Advance- 
ment of Science, January, 1935: Professor W. A. 
Osborne. 


“The British Medical 


Membership Roll. 


The number of members on the roll is 1,293, which is 
20 more than that of last year. Seventy-eight names were 
added (37 by election, 21 who paid arrears, and 20 by 
transfer into the Branch). Fifty-eight were removed (17 


by death, 6 by resignation, 12 by transfer out of the 
Branch, and 23 who allowed their subscriptions to fall 
into arrears). Three Associates have been added to the 
list, making a total of 32. 

We have to record with regret the death of the following 
members and associates: Dr. J. F. Anderson, Dr. J. H. 
Bennett, Dr. Alban Best, Dr. H. T. Bourne, Dr. W. A. 
Bowman, Dr. John Box, Dr. P. Denton Fethers, Dr. J. W. 
Harbinson, Dr. Lionel Hood, Dr. G. T. Howard, Dr. Oswald 
Joynt, Dr. T. E. L. Lambert, Dr. P. O. Lord, Dr. H. R. 
Maclean, Dr. Frank A. Nyulasy, Dr. H. H. Osborn, Dr. 
J. H. Semple, Dr. Josephine Stack, Dr. R. W. Telford. 

The Council resolved that attendances of members at 
committee meetings should be published in the annual 
report, but it should be borne in mind that members of 
the Council have had other duties to perform and in 
some instances were members of committees which met 
at the same time. 


Ethics Committee. 


The committee met nine times. The following were the 
attendances at the Ethics Committee: 


Dr. Wilkinson ...... 8 Dr. Sutherland ..... » = 
Dr. Fetherston ...... 8 Dr. Summons ....... 3 


The name of the Australasian Massage Association has 
been added to the list of bodies published in the Ethical 
Principles before which public lectures may be given by 
members without seeking permission of the Council. 

The circular re holiday consultations was again issued to 
members setting forth the way in which the resident 
medical practitioner’s rights should be conserved. 

The Health Association having published an incomplete 
geographical list of medical practitioners which it had 
been informed would be objectionable, the Council resolved 
not to appoint any representatives on that body until an 
assurance was received that no similar list would be 
published in future. 

A member was informed that in visiting a country town 
he could inform the local doctors by letter or card of his 
specialty, but he could not inform private individuals. He 
could have a notice at the place he visits giving his 
specialty and stating that appointments might be booked 
within. It would be preferable to arrange for a private 
professional chamber rather than that he should practise 
at an hotel. 

A ruling was given that a doctor’s name should not 
appear in a prospectus as the medical officer of a school 
or college. 

Two special cases were submitted for the opinion of the 
Council which decided that it would be a breach of 
confidence for a medical practitioner to disclose to a 
clergyman who was being blackmailed by a woman, the 
mentality of this woman; and that in a case of doubtful 
parentage, it was not right for the wife’s medical atten- 
dant to inform the husband whether a child born to his 
wife was full term. 


Organization Committee. 


There were twelve meetings of the Organization Com- 
mittee, at which the attendances were as follows: 


De. 12 Dr. Sutherland ...... 8 
Dr. Summons ....... 11 Dr. Wilkinson ...... 3 
Dr. Brownell ........ 8 fk errr 0 


A summary of all decisions with regard to the lodge 
agreement and its interpretation was prepared and was 
presented to a meeting of lodge medical officers. The 
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decisions had already been published in the annual 
reports during the past twelve years, but it came as a 
surprise to many of those present to learn that they had 
been receiving from the lodge secretaries payment less 
than that laid down in the agreement. 

It was learnt that at least one society had short-paid 
its medical officers for ten years as regards female 
members. It was asked to instruct the local secretaries 
to pay 5s. a quarter from the beginning of the following 
quarter. 

By the Interpretations Committee in 1922 it was agreed 
that certain districts within the metropolitan area should 
be regarded as country, and the medical officers should 
receive country rates. For years the medical officers had 
allowed the secretaries to pay them the metropolitan rate. 
Representations were made to the executives of the orders, 
and they have instructed their secretaries as to their 
duties in this regard. 

One order insisted that where a member paid arrears 
to the lodge and his name had been reinstated on the 
medical officer’s list, the secretary must pay the medical 
officer all arrears. 

The Council had agreed with one friendly society that 
where a member’s name had been inadvertently left off a 
medical officer’s list, such medical officer would be entitled 
to payment for the whole period the member’s name was 
so omitted; and that such payment would then safeguard 
the member’s interests and entitle him, during such period, 
to the services ordinarily provided by the medical agree- 
ment. When it was found that such cases were numerous, 
the Council rescinded its former resolution and resolved 
that the only contract between the lodge medical officer 
and the lodge secretary should be on the basis of the 
medical list supplied to the medical officer at the begin- 
ning of each quarter. Members not on the list who were 
treated by the medical officer should be regarded as private 
patients and charged private fees. 

It was ruled that the medical officer was entitled to 
payment for a certificate of health for the wife of a member 
who had been examined at the request of the secretary of 
the lodge. 

A medical officer was advised to send in an account to a 
member for a sigmoidoscopy, such not being regarded as 
services coming under the scope of the agreement. 

The Tramways’ Benefit Society established an operating 
theatre at Capitol House and proposed to appoint 
specialists. The Council protested against such appoint- 
ments, as they would interfere with the private practice 
expected by lodge medical officers from the members on 
their lists. The society was informed that the scope of 
the work carried out in the operating theatre should be 
limited to minor operations on patients whose post- 
operative condition was such that they could safely be 
removed to their homes on the same day. Also that before 
any operation each patient must be referred to his own 
medical officer who would arrange for the operation. Any 
medical officer may send his lodge patients to this opera- 
ting theatre. These resolutions will be subject to revision 
in January next. 


The Grand Orders were informed that ophthalmological 
appointments to lodges should be made only under certain 
conditions, such as an open panel, eligibility of specialists 
to be placed on the panel, and payment per visit by the 
patient at a reduced fee; and that the specialist should 
attend the member only on the recommendation of the 
medical officer; that acceptance of appointments by our 
members is conditional upon the observance of these con- 
ditions; that all agreements must be in writing; that this 
arrangement will apply for all future agreements. 

Neither the Hducation Act nor its regulations require 
a medical certificate for absence of children from school, 
but a reasonable excuse from the parent must be furnished. 

The responsibility of the anzwsthetist or surgeon in the 
event of a death during anesthesia has not yet been laid 
down either in the English or the Victorian courts of 
law. The Council replied to an inquiry in terms of the 
dictum set forth in The British Medical Journal, June, 
1933, that: “It is practically certain that the surgeon could 


never be held liable for the mistake of the anesthetist 
unless he had reason to doubt his competency.” 

On the representation of the Council to the Minister 
of Lands, the claims of doctors practising in the Mallee 
will receive the same consideration as in former years 
from the Closer Settlement Commission. 

The Committee of the King Island Cottage Hospital, 
in making a new appointment, decided to reduce the 
incoming medical officer’s salary as well as to limit his 
outside practice. A protest was made to the Committee, 
and no alteration was made in the contract. 

The decisions of the Council during the past fourteen 
years with regard to the remuneration of medical prac- 
titioners in general practice were presented to the Council 
and filed for reference. 

The Public Works Department agreed that whenever a 
departmental officer asked for medical treatment of a 
member of the department, it would be responsible for 
payment of the first service. This practice has been 
observed by the Tramways Board, the Police and Railways 
Department. 

A public solicitor who is appointed to handle cases of 
indigent persons requested the full clinical history of a case 
and a statement whether an accident was the cause of 
death. The question arose as to who should pay the 
doctor for his services. The widow of the deceased was 
unable to do so, and the public solicitor stated that he 
had no funds. After some correspondence the Attorney- 
General informed this Council that the Crown Law Depart- 
ment would in future pay the sum of 10s. for each 
certificate so furnished by a medical practitioner in private 
practice. 

Arrangements were made with the Australian Broad- 
casting Commission for a series of lectures on medical 
subjects to be given over the air. Sir Richard Stawell 
gave the first lecture, and this was followed by the Presi- 
dent of the Branch, the other lecturers remaining 
anonymous. The lectures were relayed throughout the 
States, and it is possible that the experiment witli be 
repeated. 


Hospital Committee. 


This committee met on six occasions. The following were 
attendances: 


Dr. 
Dr. 
Dr. 

Dr. 
Dr. 


The Lord Mayor’s Contributory Scheme offered to factory 
employees the services of the hospital at one penny in the 
pound of wages per week, but no provision was made for 
the payment of medical services. A conference of repre- 
sentatives of medical staffs of public hospitals, including 
clinical assistants, met on May 1. Members of the honor- 
ary medical staffs claimed the right to say who should 
receive free treatment in public hospitals. It was laid 
down that the Contributory Scheme must not be con- 
nected with the Lord Mayor’s Fund, and must include 
medical benefits. As a result of negotiations between 
representatives of the Lord Mayor’s Fund and the Vic- 
torian Branch of the British Medical Association, it was 
agreed: That the name of the contributory scheme be “The 
Hospitals Savings Association of Victoria for Contributions 
towards Hospital and Medical Expenses”. The contribu- 
tion was to be a flat rate of 6d. for those with dependants, 
and 3d. for those without. The hospital and medical 
benefits were defined. The parties are now within reach 
of agreement upon terms consistent with Branch prin- 
ciples. Contributions will be allocated in definite 
proportions to administration, contingency, hospital main- 
tenance and medical funds. For patients treated in public 
beds of a public hospital a definite amount will be paid 
to the credit of a medical staff fund to be applied in a 
manner and for such purposes as the respective hospital 
medical staffs, with the approval of the Branch Council, 
may from time to time determine. 
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Representations were made to the Chief Secretary when 
preparing a Third Party Accident Insurance Bill for 
Parliament to make compulsory the insurance of all motor 
cars, and to members of Parliament when considering it 
to incorporate provision for the payment of medical ser- 
vices rendered to injured persons on the roadside, in the 
doctor’s surgery, in hospitals—whether private or public— 
and in the injured person’s home. The Bill, which was 
presented without the necessary provisions, has not yet 
been passed. 

The Council approved of the honorary medical officers 
of the Geelong Subdivision notifying the Geelong Hospital 
Committee that they would cease honorary medical services 
to infectious patients. after October 31. A circular letter 
is being issued to the honorary medical staffs of all 
public hospitals, requesting them to notify to the com- 
mittee of management that they, too, will cease to give 
honorary service in the treatment of infectious diseases. 

A letter was sent to the chairman of each public hos- 
pital committee, advising that the Council was of opinion 
that a minimum of £100 per annum should be paid to 
the junior resident medical officers of public hospitals. 
Where this amount or more had not already been paid, 
the committees agreed to pay £100 in the future. 

The Branch adopted a series of resolutions with regard 
to intermediate and private patients in wards of public 
hospitals in the larger centres. The accommodation should 
be under separate management in separate buildings, and 
there should be adequate representation of the medical 
profession on the management. No patients should be 
admitted to these wards without the written recom- 
mendation of a medical practitioner, except in cases of 
accident and emergency. The resolutions also provided 
for patients transferred from the public portion of a hos- 
pital to the intermediate or private section of that hospital; 
the patient’s usual medical attendant should be notified. 

To relieve the crowding of out-patients at public 
hospitals, an arrangement has been made whereby patients 
who are able to pay a small fee for treatment will be 
referred to their private medical attendant with a letter 
stating their ability to pay a small fee. 

The Standing Insurance Committee, having completed 
its labours, ceased to function in August last. The thanks 
and appreciation of the services of Dr. Embelton (Chair- 
man), Dr. Hurley (Acting Chairman), and members of 
the committee were recorded on the minutes. 

The report of the financial position of the fund will be 
presented to the monthly meeting in February. 


Finance, House and Library Committee. 


This committee met on ten occasions, and approved 
of accounts submitted to it. 


The attendances were as follows: 
8 


During the year the British Medical Insurance Company 
took up a number of the Medical Society debentures 
which members desired to have redeemed. The rate of 
interest was voluntarily reduced from 7% to 5% as from 
October 15 last. 

Dr. Constance Ellis presented a study in oils of the 
late Sir Harry Allen, by Mr. E. Phillips Fox, and this 
has been framed and hung in the Council Room. 

Attention has been paid to the heating and ventilation 
of the hall. 

The balance sheets of the British Medical Association 
and of the Medical Society of Victoria will be presented 
to the monthly meeting in February next year. 


Librarian’s Report. 


There has been a continuance of the increasing use 
of the library by members of the Association. Since the 
last report, 1,358 volumes have been borrowed, an increase 
of 96 beyond last year’s record volumes. 

The grant from the British Medical Insurance Company 
has enabled the Branch to continue purchasing the latest 
works of reference, and the library has the reputation of 


being so well equipped with books and periodicals that 
every year an increasing number of requests are made for 
extracts from the literature available in the library. These 
requests come from our country members, and from 
members of Branches in other States. So far as possible, 
these requests have been complied with through the 
services of the existing library staff and through the 
gratuitous help of some city members. 

It is obvious that the usefulness of the library could 
be more widely extended to a greater number of our 
members by a full development of this phase of activity. 
To reach this development, however, the Association would 
be involved in an expenditure which cannot be incurred 
at present. 

The library has to function both as a lending library 
and a reference library in order to be of the greatest service 
to the greatest number of its users, but as the library 
does not possess duplicates of all its periodicals and 
works of reference, it necessarily happens that the two 
functions at times interfere with one another. 

This has been lessened year by year by encouraging 
members to give their privately bought books and periodi- 
cals to the library so that we have one set available for 
lending and another for reference permanently in the 
library. We invite members, particularly specialists, to 
pass on their literature to the library and so increase its 
usefulness to the members generally. 

By purchase and donation 132 new books have been 
added during the last year. 

The Archives of Disease in Childhood was added to the 
periodical section. 

We have to thank the following for books and periodicals 
received from them during the year: Dr. Marcel Crivelli, 
Dr. Kent Hughes, Dr. G. P. O’Day, Dr. H. Shannon, Dr. 
R. H. Fetherston, the Editor of THe MepicaL JouRNAL oF 
AUSTRALIA, the College of Physicians, Philadelphia, the 
Commonwealth Statistician, the Council of Scientific and 
Industrial Research. 


Legislative Committee. 


This committee met on three occasions, and the attend- 
ances were as follows: 


2 0 
Dr. 


Branch Convocation.—After a long correspondence with 
the Home Association, permission was given to constitute 
a branch convocation which should have general control 
and direction of the policy and affairs of the Branch. 
Rules governing the convocation were adopted by the 
annual meeting, December, 1933, and nominations for 
convocation were called for in October, 1934, and repre- 
sentatives of convocation were elected. When the Branch 
Council has decided to call together the Branch Convoca- 
tion, matters for discussion will be submitted to the 
secretaries of the subdivisions, who will call meetings of 
their members and instruct their representatives. 

Members were informed with regard to the regulations 
of the Dangerous Drugs Act that chemists had been 
instructed not to dispense any irregular prescriptions 
without reference to the doctor. 

The regulations were published in THe MepicaL JouRNAL 
or AvsTRALIA, May 19, page 672, and the attention of 
members was drawn to them. 

A deputation waited on the Minister in March with 
the object of having disabilities under the Medical Act, 
1933, which operate against local graduates, removed. A 
reply was received that the Act would be amended next 
year so as to give the Medical Board power to modify 
the procedure in respect of the registration of graduates 
of the University of Melbourne. 


Public Health and Public Questions Committee. 
There were six meetings of the Public Health and 
Public Questions Committee, and the following is the 
record of attendances: 


| 
| 
ster 
ital, 
his 
ce, 
rac 
een 
iad 
neil 
ra 
f a ar 
Ae 
een 
ays 
ase 
‘he 
he 
rt 
irt- 
ich 
ate 
cal 
si- 
he 
| 
: 
| 
ne 
or Dr. Fetherston ...... 10 bet aie 
id 4 
n- 
iS | ES 
le 
3, 
e 
l- 
i 


THE MEDICAL JOURNAL OF AUSTRALIA. 


January 12, 1935. 


Dr. 
a 5 Dr. Stephens ........ 2 


A letter was sent to the Minister of Health asking 
for a deputation which would urge that all examinations 
for tuberculosis and diphtheria should be free to prac- 
titioners in the interests of public health. The Secretary 
of the Public Health Department refused to arrange a 
deputation, but two members of the Council waited on the 
Premier, and it was agreed that if the municipalities 
could be induced to pay voluntarily for the work which the 
University Bacteriology Department did on their behalf, 
the charge to private doctors might be remitted. A con- 
ference was called in November, when a representative 
committee of interested bodies was formed to interview 
the Premier. 

The committee discussed the question of the importation 
of heroin; and its determination came before the Federal 
Council. 

An effort was made to check the broadcasting of medical 
talks by unqualified persons from the commercial stations, 
but without success. 

A member of the Branch asked permission of the Council 
to establish a racial hygiene clinic. The Council was of 
opinion that the time had come when facilities for instruc- 
tion in birth control under medical supervision should be 
available to the public; such work should be carried out 
in connection with a recognized charitable medical institu- 
tion. Provided that this member conformed to these 
conditions he could institute the clinic. 


Science Committee. 


This committee met on six occasions, and the attendances 
were as follows: 


6 Dr. Colville 3 
.. 6 Dr. MeAree 2 
4 Dr. Stephens ........ 2 
4 


The syllabus of scientific meetings for the year con- 
sisted of: 10 monthly meetings, 3 country Branch meetings, 
1 special meeting, 6 clinical meetings, and 11 afternoon 
post-graduate meetings. 

The following were the lecturers and the subjects dealt 
with: 

Monthly Meetings. 


February.—Dr. L. B. Cox and Mr. H. C. Trumble: “Tumours 
of the Brain from the Standpoint of the Clinician, 
the Pathologist and the Surgeon.” 

March.—Mr. R. M. Downes: “Present-Day Neurological 
Surgery.” 

April.—Professor H. A. Woodruff: “Some Researches into 
Animal Medicine with Important Bearings on Human 
Medicine.” 

May.—Dr. Frank May: “Some Observations on Physical 
Therapy.” 

June (in conjunction with the Section of Urology).—Mr. 
Julian Smith, Senior: “Problems in Urology.” 

July.—Dr. S. Pern: “The Part Played by Focal Infections 
in Medicine Today.” 

August.—Mr. C. J. Officer Brown: “The Deaths from 
Appendicitis.” 

September (in conjunction with the Gynecological and 
Obstetrical Section).—Dr. W. I. Hayes: “Cesarean 
Section.” Dr. Elliott True showed a cinema film: (a) 
“The Classical Cwsarean Section”; (b) “The Lower 
Segment Cesarean Section.” 

October.—Dr. Eric Cooper: “Pulmonary Tuberculosis.” 

November.—Professor R. Marshall Allan: “The Manage- 
ment of Breech Presenta*ion.” 


Branch Meetings in the Country. 
May 12, at Geelong (Geelong and District Subdivision).— 
Dr. Keith Ross: “Paralytic Ileus.” Dr. Stewart Cowen: 
“Microcytic Anemia.” 


August 18, at Warragul (Gippsland Subdivision).—Dr. 
D. I. Fitzpatrick: “Osteomyelitis.” Dr. Ivan Maxwell: 
“Allergy in Theory and Practice.” 

December 1, at Horsham (North-Western Subdivision). 


Special Meeting of the Branch, 


May 7.—Dr. A. Lufkin, of Los Angeles: “Pyorrhea 
Alveolaris” (by courtesy of the Dental Board of 
Victoria). 


Clinical Meetings. 


May: Melbourne Hospital. 

August: Women’s Hospital and — and Ear Hospital. 
September: Alfred Hospital. 

October: Pediatric Society at the Children’s Hospital. 
November: Saint Vincent’s Hospital. 


Post-Graduate Lectures. 


A series of eleven afternoon lectures was arranged, and 
there was a good attendance at each: 


May 24: “Allergic Conditions in General Practice”, Dr. 
L. A. I. Maxwell. 

May 31: “Ovarian Tumours”, Mr. Robert Fowler. 

June 7: “The Use of Artificial Pneumothorax in the 
Treatment of Chest Conditions, Reviewing Briefly 
Over Twenty Years’ Use of the Method”, Mr. 
S. V. Sewell. 

June 14: “Clinical Aspects of Diverticulitis of the 
Colon”, Mr. W. E. A. Hughes-Jones. 

June 21: “Acute Conditions of the Ear and Upper 
Respiratory Tract”, Mr. G. C. Seantlebury. 

June 28: “Causation and Treatment of Arthritis and 
Allied Conditions, with Reference to Report of 
The British Medical Association Committee, June 
17, 1933”, Dr. H. Pern. 

July 5: “Urinary Infections”, Dr. H. Mortensen. 

July 12: “Injuries of the Eye and its Vicinity”, Dr 
A. S. Anderson. 

July 19: “Skin Conditions of General Interest”, illus- 
trated by lantern slides, Dr. John Kelly. 

August 9: “Vaginal Discharges: Their Significarvs 
and Treatment”, Dr. R. W. Chambers. 

August 16: “Pains in the Legs”, Dr. J. F. Meckeddie. 


Federal Council. 


The Federal Council met in Hobart in January and in 
Sydney in September. Full reports of its proceedings are 
set out in THe MepicaAL JOURNAL or AusTRALIA of February 
10, page 204, and September 15, page 364. 


Fourth Australasian Medical Congress (British Medical 
Association), Hobart, January, 1934. 


Three hundred attended the Congress in Hobart, of whom 
61 were from Victoria. Extraordinary hospitality was 
extended to the visitors. The meeting was a success in 
every way. 


The One Hundred and Third Annual Meeting of 
the British Medical Association (Melbourne), 1935. 


This meeting will be held in Melbourne from September 9 
to 14, 1935, and will be presided over by Sir Richard 
Stawell, who was made President-Elect, 1935-1936, at the 
annual representative meeting, 1934. The General Execu- 
tive is making extensive arrangements for welcoming the 
visitors. So far the estimated attendance from overseas 
is 300. In view of this fact it is hoped that members will 
support the Executive in its financial obligations to the 
best of their ability. 


Sir Richard Stawell Oration. 


Dr. A. E. Rowden White placed at the disposal of the 
Council bonds of the value.of £1,000 to establish a Sir 
Richard Stawell Oration in honour of the great service 
the latter had rendered to the medical profession. The 
first oration was delivered by Dr. C. Bickerton Blackburn, 
of Sydney, at the Medical Society Hall on October 12, the 
subject of his oration being “The Teaching of Clinical 
Medicine”. 
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Second Embley Memorial Lecture. 


Dr. Z. Mennell, of London, has been invited to deliver 
the second Embley Lecture, to be given during the annual 
meeting in September. 


Syme Memorial Lecture. 


Mr. B. T. Zwar will deliver this lecture, which will be 
given in March, 1935. 


Dr. W. G. D. Upjohn. 


A resolution was passed expressing regret that Dr. 
Upjohn was severing his connexion with the Council and 
hoping that in the near future he would be able to take 
up his position again. He has been the Honorary Librarian 
since 1924, during which period the value of the library 
has grown very greatly. 


Medical Secretary. 


The Council felt that the time was opportune for the 
appointment of a full-time medical secretary at the ter- 
mination of the appointment of the present Secretary, Mr. 
C. Stanton Crouch. Dr. C. H. Dickson was chosen, and his 
duties will commence on January 1 next. Mr. Edgar Waid 
has been appointed Assistant Secretary. 


Retirement of Mr. C. Stanton Crouch. 


Mr. Crouch’s tenure of office as Secretary of the Branch 
expires on December 31, 1924. te tis held iis position 
for twenty years and, having reached the retiring age, the 
Council desires to place on record tbe «..:luable services 
he has given to the Branch ard to express its gocd wishes 
towards him for the future. ; 


The King’s Colours, Austraiian Army Medical Corps. 


By directicu of the Minister of Defence the King’s 
“oiours which were presented to the Australian Army 
Medical Corps after the South African War wili be sert to 
Sydney feliowing the annual meeting, 1935. 


The British Medical Agency, Proprietary, Limited. 


Tue Directors desire to report a fairly successful financial 
year. Owing to the depression the turnover was not as 
much as they could have wished, although the results were 
satisfactory. 

There is still a great need of cooperation between the 
members of the Branch and the Agency. The Directors 
feel that the members do not realize that it is to their 
interest to support their agency, and desire all members 
to give the agency their sole support. In many cases this 
has not been done, 

C. H. 


Chairman of Directors. 


The British Medical Insurance Company of Victoria, 
Limited. 


The company has now been operating for over eight 
years, and its accounts have always shown a good return 
upon the amount of business which it has transacted. It 
was formed to give members of the profession the advantage 
of cheaper insurance, and that it has fuifilled a need has 
been shown by the way it has been supported. 

The company was first in the field with a liberal motor 
car comprehensive policy, at a very reasonable rate of 
premium. It caters for most insurance needs, including 
fire, burglary and the like, and transacts life assurance 
in the capacity of an agent for the Australian Mutual 
Provident Society. 

During the last few years the company has been pur- 
chasing, out of its profits, books for the library of the 
Medical Society of Victoria, and at the end of the last 
financial year the directors transferred to a_ special 
donation account £1,250 towards the expenses of the 1935 
annual meeting of the British Medical Association. 

They also granted £500 to the Medical Society of Victoria, 
and this amount almost certainly will be given annually. 

Fifty pounds was granted to the Ballarat Subdivision of 
the Victorian Branch for the purchase of books. 


These appropriations total £1,800 for the year and very 
clearly show that the Insurance Company is a valuable 
asset to the British Medical Association. 


C. H. 
Chairman of Directors. 


The Melbourne Permanent Post-Graduate Committee. 


The chief interest of the Committee during the past 
twelve months has been the visit of Professor David Barr, 
of St. Louis, United States of America, to deliver a series 
of lectures, dealing mainly with endocrinology. 

The arrangement was made possible through the good- 
will of Professor Evarts Graham, who acted as overseas 
lecturer for the Committee in Melbourne in 1930. 

Professor Barr proved to be not only a lecturer of the 
highest order, but also a most stimulating personality. 
He visited the University and the various hospitals, 
showing the keenest interest in all phases of medical 
education in this city. He has reinforced the bond between 
the medical schools of Melbourne and St. Louis, which 
Professor Evarts Graham had formerly done so much to 
strengthen, 

The annual refresher course was held this year concur- 
rently with Professor Barr’s lectures. The numbers 
attending were the smallest so far enrolled. It is probable 
that the generai economic pusition has contributed to this 
result, and the activities of post-graduate committees in 
the other States must also have limited the numbers 
visiting Melbourne from other parts of Australia. 

Plans for increasing cooperation between the various 
post-graduate committees are gradually assuming shape. 
A conference for the purpose was held during the congress 
in Hobart last January, and a similar meeting took place 
in Adelaide during the meeting of the Association of 
Physicians in September last. 

During the year lecturers, under arrangements made 
through the Committee, have visited various country 
centres, including Warrnambool, Ballarat and Hamilton. 


The annual obstetrics course was held at the Women’s 
Hospital in September and October. Now that this special 
course has become an annual fixure it is hoped that more 
advantage will be taken of the facilities thus afforded. 

It has been decided that in 1935 no arrangements for a 
refresher course or an overseas lecturer will be made, in 
view of the annual meeting of the British Medical Associa- 
tion, which is to take place in Melbourne next September. 

During the period under review the Council has been 
represented on the Committee by Dr. Major and Mr. 
Upjohn. Mr. Hurley, as convener of the Science Committee, 
has been ex officio a member of the Committee. 


W. S. JoHNsToN, 
Honorary Secretary. 


Congratulations. 


Dr. E. S. J. King was congratulated on winning for the 
second time the Jacksonian Prize. 

Dr. F. M. Burnet received the congratulations of the 
Council on his being awarded the Stewart Prize, 1935. 
He had been selected for this honour by the Central 
Council in recognition of outstanding merit in the investi- 
gations into the mode of action of bacteriophage and into 
the nature of virus diseases. The certificate and prize will 
be presented at the annual meeting in September next. 

Mr. Downes was congratulated on his appointment as 
Director-General of Medical Services for the Commonwealth 
of Australia. 

The President was congratulated on his appointment as 
honorary medical officer to His Royal Highness the Duke 
of Gloveester during his stay in Victoria. 

Dr. J. Newman Morris was appointed by the Governor: 
in-Council a member of the Medical Board of Victoria, to 
fill the vacancy caused by the death of Dr. George Howard. 
It is worthy of note that this is the first occasion on which 
the Government has asked the Council to make a nomina- 
tion to fill a vacancy on the Medical Board, and a letter 
of thanks was sent to the Premier, Sir Stanley Argyle. 
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Dr. A. R. Thorne, who resigned his position on the 
Council, was thanked for his services during the past four 
years and was congratulated on his appointment to the 
= of Superintendent of the Wellington Hospital 
Board. 


Golf. 


A golf tournament for the championship of the Branch 
for a cup presented by the President, Dr. Gerald Weigall, 
was played on the links of the Royal Melbourne Golf Club 
on September 27 and was won by Dr. R. P. Booth. A 
handicap event for a cup presented by Dr. D. Roseby, 
Chairman of the Social Committee, was won by Dr. L. W. 
Johnston. There were 99 entrants and 94 starters. These 
trophies will be presented at the annual meeting of the 
Branch. Each of the winners will also receive a miniature 
cup. Arrangements have been made for cricket and bowls 
with a parliamentary team and with other athletic bodies. 
It is expected that much benefit will arise from these social 
functions, 


The Victorian Medical Benevolent Association. 


The work of the Association has been carried on quietly 
during the year. Not many applications for assistance 
have been made, a fact which, it may be hoped, is an 
indication of the prudence and foresight of the members 
of the profession. Substantial help has been afforded to an 
aged and needy doctor, and to the widow of another who 
was left with three children very ill provided for. The 
Committee records its sorrow on the death of its senior 
Vice-President, Dr. G. T. Howard, after many years of 
valuable service, The outstanding event of the year was 
the remarkable response made by the members of the 
British Medical Association to the request that they should 
become members of the Victorian Medical Benevolent 
Association. To this the great majority has acceded. The 
Committee hopes that year by year their subscriptions 
may be renewed. This will provide an assured income to 
meet calls for benevolence, any surplus being added to the 


capital fund. 
E. L. Gavtt, 
Honorary Secretary. 


Reports of Subdivisions. 
Metropolitan Subdivisions. 

Southern Suburban Subdivision—A meeting was held at 
Dr. Weigall’s residence at Elwood to consider an advertise- 
ment of a private hospital offering an inclusive fee for 
nursing and medical attention. The matron of the hospital 
was asked to remove from the advertisement any reference 
to medical fee, and was informed that if any medical 
practitioner was summoned in an emergency to attend a 
midwifery case he would abide by the scale of fees set 
out in the schedule of the Midwifery Act. 

ALAN Tarte, 
Honorary Secretary. 


Country Subdivisions. 


North-Eastern Subddivision—The local members gave 
their support and advice in the development of the 
Wangaratta Base Hospital, where a new infectious 
diseases block has been lately completed. An X ray plant 
has also been installed. 

E. W. HAnps, 


Acting Honorary Secretary. 


Gippsland Subdivision.—During the past year two meet- 
ings were held, the first being at Yallourn, May 5, 1934, 
when Mr. Robert Fowler read a paper on “Uterine 
Hemorrhage”. The second meeting was a most successful 
Branch meeting, held at Warragul, August 18, 1934; about 
40 members (metropolitan and local) attended. Following 
the usual clinical afternoon and a dinner, papers were 
read in the evening by Dr. Ivan Maxwell (“Allergy in 
Theory and Practice”), and by Dr. Fitzpatrick (“Acute 


Osteomyelitis” ). 
Conrap M. Ley, 
Honorary Secretary. 


Goulburn Subdivision—Three meetings were held during 
the year as follows: 

(a) A meeting at which a representative of the Colonial 
Mutual Life Assurance Society gave an address on the 
subject of the Society’s system of insurance for medical 
and hospital services. 

(b) A post-graduate meeting, at which two lectures 
were given through the courtesy of the Melbourne Per- 
manent Post-Graduate Committee. 

(c) The annual meeting, at which the following office- 
bearers were elected: President, Dr. F. W. Grutzner 
(Shepparton) ; Vice-President, Dr. R. O. Mills 
(Shepparton); Honorary Secretary, Dr. A. L. Bennett 
(Mooroopna); Committee, Dr. N. Parker and Dr. C. H. 
Dickson, with President and Honorary Secretary; Repre- 
sentative- on Courcil of British Medical Association, Dr. 
C. H. Dickson; Representative on Advisory Board of 
Mooroopna Hospital, Dr. F. W. Grutzner. 

ANNIE BENNETT, 
Honorary Secretary. 


Geelong Subdivision——The subdivision comprises some 
thirty active members, with an average attendance at 
meetings of twenty. During the year four general meet- 
ings were held, and three clinical lectures were given as 
follows: Mr. Alan Newton: “Gall-Bladder Surgery.” Dr. 
Leonard Cox: “Brain Tumours as Met with in General 
Practice.” Professor C. I. McLaren (Korea): “Nervous 
Breakdown as Met with in General Practice.” During 
the year, at the invitation of the Council of the Victorian 
Branch, the subdivision conducted a week-end Branch 
meeting at Geelong. Cases were shown by local members, 
and at the evening session papers were read by Dr. S. 
O. Cowen (“Microcytic Anemia”) and by Dr. Keith Ross 
“Paralytic Ileus”). The meeting was very well attended, 
there being some thirty-three Melbourne members present. 


KENNETH C. PURNELL, 
‘ Honorary Secretary. 


Reports of Sections. 
Urology. 

The Section of Urology was formed early in 1934. The 
inaugural address was given to all members of the Branch 
by Dr. Julian Smith, Senior, entitled “Problems in 
Urology”, and was closely followed by a large audience 
and evoked considerable discussion. A clinical meeting 
was held at the Melbourne Hospital, at which Mr. J. T. 
Tait showed cases illustrating “Failures in Urological 
Surgery”. 

Henry MorRTENSEN, 
Honorary Secretary. 


Anesthesia. 

Two ordinary meetings and one special meeting of the 
section have been held. Dr. H. C. Disher is the President 
for 1934. There are fifteen members. 

Ertc N. GANDEVIA, 
Honorary Secretary. 


Ear, Nose and Throat. 

At the annual meeting of the section held in February 
of this year at the Victorian Eye and Ear Hospital, Mr. 
Eric Gutteridge was elected President, and Mr. Puckle 
Vice-President, with Mr. Norman Eadie and Mr. T. Millar 
Honorary Secretary and Treasurer respectively. Five 
meetings have been held, and good attendances reported. 
A combined meeting with the Radiological Section was 
held on October 29. 

Norman Eapie, 
Honorary Secretary. 


Gynecology and Obstetrics. 

During the year there have been five meetings, including 
two in association with the Branch, when papers, illus- 
trated by cinema and lantern, and clinical histories, were 
presented. The section consists of forty ee with 
Dr. R. W. Chambers as President. 

Epwarp R. Wuire, 
Honorary Secretary. 
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Radiology. 

The usual monthly meetings have been held, at which 
papers have been contributed by members, together with 
a series of conjoint meetings with other sections. These 
have included a dental evening, contributed by Professor 
Amies. The meetings have been well attended, and the 
interest in this section is possibly greater than ever 
before. 

The question of the formation of an Association of 
Radiologists has been before the section and general 
approval has been given to the scheme. 

DouctAs THOMAS, 
Honorary Secretary. 


Ophthalmology. 

Dr. A. S. Anderson was elected president for the year. 
During the year there were seven meetings. 

It is realized that it is almost impossible to keep abreast 
of the literature on all subjects; the section has approved 
of the occasional reading of papers by members on various 
subjects, in which the literature of the last ten years is 
reviewed. 

At the termination of last year the standards for the 
certification of blindness were finally decided upon. 

The president of the section delivered the first paper 
on intraocular foreign bodies, and Dr. Leonard Mitchell is 
delivering a paper shortly on retinal hemorrhages and 
lesions in systemic disease. 

T. a’B. TRAVERS, 


Honorary Secretary. 
The annual report is submitted on behalf of the Council. 
GERALD WEIGALL, 


President. 
J. P. MAJOR, 
Honorary Secretary. 


PRESENTATION OF GOLF TROPHIES. 

The championship golf trophy, presented by the 
President, had been won by Dr. R. P: Booth. The trophy, 
which will be held for one year, was presented to Dr. 
Booth, together with a miniature to be retained by him. 

The handicap trophy, presented by Dr. D. Roseby, had 
been won by Dr. L. W. Johnston. The trophy, which will 
be held for one year, was presented to Dr. Johnston, 
together with a miniature to be retained by him. 


THE INCOMING PRESIDENT. 
In the absence of the incoming President, Dr. R. M. 
Downes, the chair at this stage was taken by Dr. Walter 
Summons, the senior Vice-President. 


PRESIDENT’S ADDRESS. 
The retiring President, Dr. Gerald Weigall, then delivered 
his address (see page 37). 


VorTres or THANKS. 

A vote of thanks to the retiring President was carried 
on the motion of Sir James Barrett, seconded by Dr. Cecil 
Tucker. 

A vote of thanks to Dr. W. G. D. Upjohn for his services 
to the Branch was carried on the motion of Dr. R. H. 
Fetherston, seconded by Dr. C. H. Mollison. 


SCIENTIFIC. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MepicaL AssocraTIon was held at Warragul on August 18, 
1934. 

Osteomyelitis. 

Dr. D. I. Firzparrick read a paper entitled: “Osteo- 
myelitis” (see page 48). 

Dr. Victor Hurtey congratulated Dr. Fitzpatrick on his 
paper, which had covered most aspects of acute hemato- 
genous osteomyelitis. Regarding diagnosis, there was a 
progressive diminution in the number of cases occurring, 
but it was not often missed if the possibility of its presence 
was thought of. The acuteness of the symptoms was not 
Necessarily proportionete to the area of bone involved. 


Infections of the upper end of the femur and of the ilium 
were most often overlooked. Lesions in the smaller bones 
and the most superficial larger bones were ‘ess often 
missed. Regarding treatment, Dr. Hurley said that in 
acute cases septicemia was often present and much could 
not be expected from treatment. The only benefits to be 
hoped for from surgery were, first, relief of tension and, 
secondly, getting rid of inflammatory products. The impor- 
tance of rest also was to be emphasized. Often free 
incision of soft tissues was all that was necessary, as 
inflammation and suppuration frequently extended chiefly 
up and down under the periosteum. If Starr’s view were 
accepted, very wide opening of the medullary cavity was 
frequently unnecessary. At autopsy one was often struck 
by the ineffectiveness of widespread drainage of medullary 
cavities. It was best, therefore, to open the soft tissues 
and periosteum freely and then to open the bone by drilling 
only perhaps three to six drill holes at intervals of one 
centimetre along the diaphysis about the infected area. 
Frequent dressings and packing were usually not advisable. 
There would probably be some sequestrum formation, but 
this called for no special treatment until the symptoms, 
X ray findings et cetera indicated the presence of a loose 
sequestrum requiring removal. 


Dr. THoMAs Kine expressed his appreciation of the paper 
and referred to a symposium on treatment published by 
the Royal Society of Medicine in 1931. The types of case 
varied very much and so the amount of treatment in early 
stages varied. One thing to be considered was the smell 
from the wound, and free ventilation with circulating air 
was indicated. There was a risk of packing tightly with 
vaseline, as some of this substance might be forced into 
the medulla, where it would remain. Sequestra should be 
removed in due course; the enclosing bone should not be 
scraped. 

Dr. G. J. Ley said that the subject of the paper was very 
important, especially that of early diagnosis. There were 
two valuable guides: one was the sudden onset with high 
fever, and the other a local swelling, usually near a joint. 
It was important to relieve tension at the earliest possible 
moment, and John B. Murphy had said that one should always 
have a chisel in one’s pocket. The initial operation should 
allow of free exit of the pus. Later treatment depended 
on the presence of dead bone, and Dr. Ley thought dead 
bone should be got rid of early. Most cases of osteomyelitis 
were metastatic in character, if allowed to go on, and so 
culture should be made for vaccine from the original pus. 
Vaccine treatment was particularly effective in strepto- 
coceal infection. Dr. Ley quoted a case of a man whose 
foot had been crushed and sepsis resulted. A consultant 
advised amputation, but this was deferred and the foot 
remained very septic, and after a further consultation it 
was decided to amputate higher up. Amputation was per- 
formed below the knee and it was found that the inter- 
muscular planes were purulent. Vaccine treatment was 
given and on the following day the temperature fell two 
or three degrees and on the next day to normal. From 
his experience in this and other cases Dr. Ley considered 
that in every case a vaccine should be prepared for use 
if required. 

Dr. Horace Pern said he had read recently several 
papers on osteomyelitis, but as he had not intended to 
speak or write on the subject, unfortunately he had not 
kept them, so he spoke purely from memory. 

He took it that the generally accepted treatment adopted 
at present was that practised by Winnett Orr, namely, 
immediate free opening, light packing with gauze impreg- 
nated with sterile vaseline, no sutures, dressing, and then 
the whole limb encased in a plaster cast and left untouched 
for a period of several weeks. Orr’s two fundamental 
principles were drainage and rest—immediate drainage, 
because inflammation set up hyperemia, as the bone could 
not expand. Pressure rapidly destroyed the cells pressed 
on, so, if they were to be saved, the pressure must be 
relieved by adequate drainage, the wound must be left 
open and on no condition must sutures be used. 

The reason Orr gave for rest were: The only treatment 
for inflammation was rest; hyperemia produced decalci- 
fication; repair took place by the formation of granulation 
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tissue, which, if continually destroyed by fresh packing 
of gauze, would not allow repair to take place. Nobody 
could question the soundness of the principles, but they 
had a drawback in that the wound took a long time to 
heal, and from all accounts the smell reached to the heavens 
during the process and there was danger of secondary 
infection. 

Dr. Pern raised the question as to whether they could 
obtain the same result in less time without the disagree- 
able smell and at the same time obey physiological laws. 
He would say yes, but then he was what Handley loved to 
designate “only an occasional surgeon”. He did not intend 
to plead humility, because that would be pure affectation. 
He considered the ideal was to obtain as nearly as possible 
primary union instead of, as Orr practised, delayed union. 
To obtain that it was essential to relieve pressure by freely 
opening up the bone before destruction of cells or tissues 
had gone beyond the stage of possibility of repair. Till 
then a modified primary union was possible. After that 
stage exfoliation had to take place, and until then healing 
would not occur, or if it did occur it would break down 
again, As it was practically impossible to say in acute 
cases, especially the early ones, how far destruction had 
progressed, they could assist repair only by helping the 
cells to perform their normal function. 

The first essential then was early diagnosis, and he 
would like to mention one physical sign which, as far as 
he could gather, was not mentioned in literature or, if it 
were mentioned, was not stressed, and that was swelling, 
in most positions easily recognized by simple observation; 
if both limbs were compared, the slightest alteration in 
contour could be detected. 

As the inflammation was in the growing ends of bones 
and so near joints it was frequently difficult to tell the 
exact locality of the pain on pressure, especially in children 
who were in pain and who would cry on the slightest 
touch. If the joint were affected with arthritis, the contour 
would be altered, and if it were not altered, then that 
could not be the cause. 

After a free opening had been made in the bone, drainage 
could be obtained by a strip of glove placed in the canal, 
then they could assist the cells to perform their normal 
function by replacing them as nearly as possible in their 
normal position instead of keeping them apart by some 
foreign substance. 

The split and reflected periosteum should be loosely 
stitched together with number 1 ordinary catgut, the 
muscle and fascia by the same sized catgut, and then the 
skin in the usual manner, all sutures providing rather 
loose apposition. The wound was then dressed and the 
limb put up on a splint. The drain could be removed at 
the end of forty-eight hours or a fresh strip inserted for 
another two to three days and then finally removed. Dr. 
Pern could not see where there was any danger. If 
needed, the wound could be opened and kept open without 
the intervention of foreign substance. He had adopted 
that method in the case they had seen and also in a 
typical case of osteomyelitis in a boy who had been 
playing football three days previously and “sprained” his 
leg. He was a sick boy and complained of a lot of pain 
on the slightest movement of his leg. He had swelling 
on the lower third of the outer side of the leg, well 
blistered with fomentations. The contour of the ankle 
joint was normal, the swelling very tender on the slightest 
touch, so the diagnosis was obvious. His temperature was 
102° F. Dr. Pern said he operated, making a fairly 
free incision, and opened up a periosteal abscess. With a 
chisel he then removed the anterior surface for about three 
inches, bevelled the edges smooth with punch forceps, 
put bismuth, iodoform and paraffin paste into the wound 
and put a strip of glove into the canal. He then stitched 
up the periosteum with number 1 catgut, then the muscle 
and fascia with the same size catgut, and the skin in the 
ordinary manner, all rather loosely. He dressed the wound 
and put the patient on a splint. He dressed the wound 
again and removed the drain in forty-eight hours, putting 
in another strip. The wound was dressed again at the 
end of a further forty-eight hours and the drain finally 
removed. The boy was discharged from hospital soon 
afterwards with the wound almost healed. It healed finally 


a few days later. The temperature dropped to normal on 
the seventh day. 

Dr. Pern said, in order to stress the difficulty of diag- 
nosis, he would like to give the history of another type 
of case, especially as he had recently seen two young women 
who were now doomed to go through life crippled with 
ankylosed hips, in bad position, and who were denied the 
possibility of having children. He had also received a letter 
from a young woman who lived a long distance off, in the 
same condition and with the same sorry history. The 
first patient described by Dr. Pern was a boy aged six 
years, who lived in one of the capital cities and who had 
been kicked on the hip by another boy. He limped after 
being kicked and the next day the leg was very tender, 
although he went to school. He had a restless night and 
the following day complained of a lot of pain in his hip 
and was ill. He was seen by a well-known consultant, who 
thought he had an acute infection of the hip joint. The 
boy gradually improved during the next few days, but had 
a relapse, and his temperature rose again to 102° F., and 
a consultation took place with a view to diagnosing 
infantile paralysis, but this was not upheld. He improved 
again and after three weeks’ rest in bed was allowed up, 
but he was miserable and only crawled about. The father's 
work took him to Leongatha, and Dr. Pern thought it was 
on the night they arrived that the boy had a very bad 
night and complained of a great deal of pain. Dr. Pern 
saw him in the morning, when he was a very sick child 
who screamed when touched, and he had a temperature 
of 102° F. He could make no diagnosis, so the boy was 
taken into his hospital and put on a Thomas splint, which 
relieved his pain. The next day he was better, and Dr. 
Pern made a careful examination. He could detect nothing; 
he had no arthritis and nothing to make out over bone. 
He was admitted to hospital on December 21 and his 
temperature gradually fell to 99-4° F. on the evening of 
December 23 and remained so on December 24. After a 
careful examination each day, upon which nothing could 
be detected, the temperature rose to 101° F. on December 25, 
and the next day, for the first time, he could detect 
some swelling and tenderness on the outer side, below the 
great trochanter. He told the father he would see how the 
boy was in the evening, and as his temperature rose to 
102° F. Dr. Pern said he decided to operate next morning. 
He found a lot of serum in the soft parts and opened up 
the bone with three gouge holes and obtained free venous 
oozing. He adopted the same procedure as for the previous 
cases and drained for some days. The boy was discharged 
from hospital with the wound quite healed on January 20, 
since when he had been splendid. 

Dr. Pern said the points he wished to bring out were 
the extreme difficulty of diagnosis, the length of time 
before localizing signs might develop, and the absolute 
necessity for mechanical rest for patients who showed 
other symptoms of inflammation of bone and who should 
not be treated as malingerers and told to get about and 
pull themselves together. 

Dr. C. M. Ley said that hyperemia produced decalcifica- 
tion, and therefore removal of the sequestrum would tend 
to prevent healing of the bone. 

Dr. G. WEIGALL, the President, thanked Dr. Fitzpatrick 
for his paper. 

In reply, Dr. Fitzpatrick said that with diffidence he 
differed from Dr. Hurley. He himself was in favour of 
free opening of bone and of early removal of sequestra. 
It gave a chance of limiting the number of operations. 
He could not agree with Dr. Pern in his view that closure 
of the wound as far as possible was good treatment. 


A MEETING OF THE TASMANIAN BRANCH OF THE BRITISH 
MepIcaAL Association was held at the Tasmanian Museum 
on December 11, 1934, Dr. W. L. Crowruer, the President, 
in the chair. 

The Late Eric Jeffrey. 

A motion was ‘moved from the chair, expressing deep 
regret at the death of Dr. Eric Jeffrey and the loss sus- 
tained by the Association by his passing. It was resolved 
that a letter of sympathy be sent to Mrs. Jeffrey. 
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Artificial Pneumothorax Treatment of Pulmonary 
Tuberculosis. 


Dr. T. Gopparp read a paper on artificial pneumothorax 
treatment of pulmonary tuberculosis. He showed by a 
series of X ray films the progress of one case complicated 
by effusion and adhesions. He stressed the difficulties 
encountered in such cases and the need for close watching 
by means of X ray examinations. He concluded his paper 
by stating his experiences at the Tasmanian Sanatorium 
with such treatment and with gold injections, and said 
that some patients had been discharged as cured. The 
value of gold in tuberculous involvement of the larynx, 
in his experience, had been very marked. 


Dr. E. W. J. IRELAND congratulated Dr. Goddard on his 
successful work at the Sanatorium and on the matter he 
had presented for the evening’s discussion. In his experi- 
ences the greatest difficulty had been in regard to adhesions 
preventing obliteration of the cavity. These patients, he 
thought, required constant supervision for two to three 
years. 


Dr. A. W. Suvee stressed the value of artificial pneumo- 
thorax as an essential in the treatment of tuberculosis of 
the lungs. The selection of suitable cases, however, was of 
great importance and presented some difficulties. He 
sounded a note of caution as to the use of pressure in 
breaking down adhesions. Collapse might follow sudden 
displacement of the heart, or the condition might become 
permanent, In regard to gold treatment, he found it to 
be unequal in its action, some patients responding far 
better than others. Small doses were often indicated 
rather than large doses. He had found the treatment of 
value notably in a case of glandular enlargement of the 
neck and in certain eye conditions in patients with a 
tuberculous diathesis. 


Dr. J. B. Hamiton had found “Solgarnol B” of great 
value in a series of eye conditions in which improvement 
had not taken place with the usual treatment, speedy 
recovery having followed its use. 


Dr. W. L. CrowrHer, in thanking Dr. Goddard for his 
valuable paper and for having initiated an interesting 
discussion, stated that he hac been greatly impressed by 
the result of the use of gold injections in abscess of 
the lung. 


A MEETING OF THE New ScutH WALES BRANCH OF THE 
British MepIcAL AssociaATION was held on August 23, 1934, 
at the Lewisham Hospital. The meeting took the form of 
a series of clinical demonstrations by members of the 
honorary staff. 


Acute Lead Poisoning. 


Dr. J. Kennepy showed a man, aged twenty-four years, 
who had been employed for a few weeks only in the 
manufacture of motor car batteries. The patient gave a 
history of a sudden attack of abdominal pain followed by 
vomiting and constipation; he had no urinary symptoms. 
On examination his temperature and pulse rate were 
normal. Tenderness was found in the abdomen; this was 
most pronounced in the right iliac fossa; it was also 
present in the centre of the abdomen and later in the 
epigastrium. An absence of muscular rigidity was noted. 
Diagnoses of early acute appendicitis, of intestinal obstruc- 
tion, of lead poisoning, and of malingering for the sake 
of compensation were considered in turn. 

Two weeks later the patient had a second attack with 
more severe symptoms. Iodide of potash, 0-6 gramme (ten 
grains), and sulphate of magnesia, 1:2 grammes (20 
grains), were administered three times a day with resulting 
increased severity of symptoms for twenty-four hours. 
This helped to confirm the diagnosis of lead poisoning. 
A hypodermic injection of morphine, 0-01 gramme (one- 
sixth of a grain), was administered. 


—— blood examination was made with the following 
result: 


Erythrocytes, per cubic millimetre .. 4,600,000 
Hemoglobin value .. .. .. T4% 
Leucocytes, per cubic millimetre .. 12,600 


The hemoglobin value, Dr. Kennedy explained, was 
equivalent to 11-6 grammes of oxyhemoglobin in 100 cubic 
centimetres of blood. Basophilia was present, 7,000 cells 
per million red cells with polychromasia being found. 

On examination of the urine, 0-16 milligramme of lead 
per litre was found. A faint trace of albuminuria was 
present, but no casts were found. 


Thyreotoxicosis. 


Dre. JoHN H. showed a female patient, 
unmarried, aged twenty-five years, who was seen in the 
out-patient department on May 20, 1934. She gave a 
history of increasing nervousness and irritability during 
the last eighteen months. She had lost over a stone in 
weight and had noticed a swelling in her neck for twelve 
months. Recently sweating with palpitation and breath- 
lessness had occurred on slight exertion. 

Physical examination revealed a diffuse generalized soft 
enlargement of the thyreoid gland, with a systolic bruit 
audible on auscultation over the gland. 

The patient was very apprehensive, with marked tachy- 
cardia and pulsation of the vessels in the neck. There was 
a slight widening of the palpebral fissure with fine 
tremor of the fingers and moist skin. One infected tooth 
was present. The basal metabolic rate was +36%. 
Glycosuria was present on one occasion while the patient 
was in hospital. 

The patient was admitted to hospital on June 2, 1934, and 
given a full diet, complete rest and a mixture containing 
quinine hydrobromide as well as phenobarbital at night. 
X ray treatment was commenced at the Royal Prince 
Alfred Hospital on June 28, the patient being conveyed 
there by ambulance. Sixteen applications were given at 
two to three day intervals until August 1. 

Dr. Halliday explained that clinical improvement com- 
menced to manifest itself about the third week of July, 
and this had continued. The thyreoid gland was now only 
slightly enlarged, the patient’s weight was half a stone 
greater than on her admission to hospital, and she was 
very much quieter and calmer. There was still some 
tachycardia, which was readily accentuated by any 
emotional stress. Her basal metabolic rate on August 2, 
1934, was + 4%, with a pulse rate of 80 per minute through- 
out the estimation. 

The chart of the patient’s pulse rate and weight during. 
her period in hospital was shown, 


Malignant Disease and Radium Treatment. 


Dr. H. M. Moran showed a case of carcinoma of the 
right tonsil in a man aged seventy-five years, which had 
been successfully treated by implantation of radium and 
subsequent X ray therapy. He pointed out the danger of 
taking biopsy in such cases and the difficulties in treatment. 
Important factors for success in using radium were the 
even distribution of an efficient dose over the whole area, 
the use of multiple foyers and of radium needles of iow 
linear intensity. It was most important to avoid sloughing 
because of the danger of secondary hemorrhage. 


He also showed a patient, referred by Dr. Wesley, who 
had had a large squamous carcinoma of the forearm, the size 
of a mandarin, and two basal-celled epitheliomata of the 
left orbital region, one of which had invaded the orbital 
cavity and largely destroyed the eye. The first lesion had 
been treated by radium puncture and the orbital condition 
by radium on wax moulds at a distance of 1-5 centimetres. 
All the lesions had been successfully treated. 


A third case was a squamous epithelioma of the tongue, 
which was situated posterior to the circumvallate papille. 
The epitheliomata in this position were remarkably sensi- 
tive, but their inaccessibility and the rapidity with whith 
the regional glands were involved in many cases led to 
failure in treatment. This case was interesting inasmuch 
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as the regional glands were apparently not affected, 
although the primary lesion was somewhat extensive, and 
Dr. Tebbutt had found it to be stratified squamous 
epithelioma. The gland involvement was usually early 
and occurred in 90% of such cases. Dr. Moran was of the 
opinion that the excision of unaffected lymphatic glands 
was a surgical crime, but obviously it was necessary to 
watch most carefully such patients and to practise excision 
at the first indication of glandular involvement. The 
enlargement of lymphatic glands in tongue cancer was 
nearly always of cancerous nature and constituted a 
failure of the defence mechanism. With squamous 
epithelioma of the lip the position was quite different. 
Excepting the rare malignant growths of Broder’s Class IV, 
which rapidly and extensively metastasized, most epithe- 
liomata of the lip affected the glands late and in not a 
very high proportion of cases. The energetic surgical treat- 
ment, therefore, which one adopted in the presence of 
lingual cancer should not be recommended as a routine 
procedure for lip cancer. The lymphatic tissue must be 
regarded as having, up to a certain point, a valuable 
protective power against the spread of malignant disease. 

The fourth case shown was that of a patient who, nine 
and a half years ago, had had a radical operation for 
scirrhous carcinoma of the breast (Steinthal, Stage III). 
The radical operation was performed and subsequently 
Dr. Molesworth gave post-operative deep X radiation with 
three cross-firing doses by the old massive dose technique. 
This was before the technique of the protracted and frac- 
tional treatment had come into vogue. In some of these 
cases pulmonary fibrosis used to result, but this patient 
had remained cancer-free and well to the present day. 
Dr. Moran pointed out that the correct and expert use of 
X radiation in conjunction with surgery gave nearly 
— the number of five-year cures as from surgery 
alone. 

Finally, Dr. Moran showed the slide of a growth from 
the coccyx which had recurred locally three years after 
removal and in which a large inguinal metastasis was 
present; the original growth was reported as a teratoma 
greatly resembling an ependymoma. The recurrence showed 
a peculiar papillary structure, and Dr. Tebbutt suggested 
the most likely hypothesis was that the original growth 
had its origin from the neurenteric canal. 


Polycystic Disease of the Kidney. 

Dre. RicHArp Harris demonstrated some intravenous 
urograms and retrograde pyelograms typical of polycystic 
disease of the kidneys. _ 

He emphasized the inevitable bilateral nature of the 
condition and condemned the all too common _ indis- 
criminate removal of a polycystic kidney when accidentally 
found. The urological department of the Lewisham Hos- 
pital had encountered twelve examples of this procedure 
within the past twenty years. 

Dr. Harris described the procedure adopted during this 
period. The operation advocated by Rovsing had been 
carried out by Dr. S. Harry Harris, and more lately by 
himself, in almost one hundred cases, and in the great 
majority the second kidney had been operated upon six 
to eight weeks after the primary operation. The essential 
feature of the operation was the extraperitoneal delivery 
of the kidney and the puncture of all accessible cysts. 
This operation had proved one of no great technical diffi- 
culty, and it could be repeated with equal facility if and 
when recurring cystic enlargement warranted. Only two 
patients, however, had required reoperation in this period, 
one after fourteen years (whose pyelogram was demon- 
strated) and the other after twelve years. 

The results of the operation had been extremely good, 
whether undertaken for pain, sepsis, hematuria, or high 
blood pressure of an accompanying nephritis. There had 
been no operative mortality. 

In conclusion Dr. Richard Harris stressed the essential 
operability of polycystic disease, provided always that the 
renal function was good enough to warrant operation. 


Renal Sympathetico-Tonus. 


Dr. Richard Harris showed, on behalf of his brother, 
Dr. S. Harry Harris, pre-operative and post-operative 


radiograms from two patients suffering from _ renal 
sympathetico-tonus, demonstrating the improvement 
brought about by renal sympathectomy. He said that 
renal sympathetico-tonus was a title affixed in the 
urological department of thé Lewisham Hospital to a 
condition of neuro-muscular dysfunction, resulting in 
urinary stasis in the renal pelvis and calyces, in which the 
faulty drainage was due presumably to over-activity of the 
sympathetic nerve supply to the kidney. The outstanding 
diagnostic signs of renal sympathetico-tonus were: (i) renal 
pain confined to one side only; (ii) the recurrence of pain 
after its temporary relief by eserine; (iii) urinary stasis 
involving the pelvis and calyces of the affected kidney, 
readily demonstrated by delayed emptying time in the 
pyelogram; and (iv) the absence of any demonstrable 
cause of organic obstruction. 

Dr. S. Harry Harris had described three stages of the 
disease, namely: (i) The stage of systole, in which 
urography demonstrated the predominance of contraction 
of the pelvis and calyces. (ii) The stage of diastole, in 
which urography showed relaxation of the renal pelvis 
and calyces to be the predominating condition, so that the 
pelvis and calyces would appear larger than those of the 
opposite kidney, even though little or no actual dilatation 
had occurred. (iii) The stage of dilatation, or retention 
with overflow, in which any grade of hydronephrosis might 
be present, 

The operation of renal sympathectomy should be 
reserved for cases of this type and, when properly carried 
out, would yield uniformly good results in stages 1 and 2, 
while in stage 3 there might be required in addition some 
type of plastic operation for hydronephrosis. 


Cystic Hygroma. 


Dr. R. Frynn showed a baby who was brought for 
consultation with a huge cystic hygroma involving the 
neck, upper part of the arm, upper part of the forearm, a 
large extension over the scapular region of the back, and 
the lateral pectoral region. The child was first seen at 
the age of ten months. The child was in very poor general 
condition, and it seemed that the weight of the arm was 
almost as great as that of the rest of the child. The 
growth seemed too big to justify the use of distance radium 
treatment, so it was decided to use a combination of 
surgery and diathermy. By multiple divided operations the 
bulk of the tumour had been removed, and at another 
operation the task would be completed. Dr. Flynn said 
that this. case showed the importance of not attempting 
too much at one sitting. The child was now thriving, had 
the use of its arm, which was useless before, on account 
of its great weight and because movement was limited by 
the bulk of the tumour. 


Epithelioma of the Lip. 

Dr. Flynn also showed a man, sixty-eight years of age, 
who presented himself on November 26, 1932, with one of 
the most extensive epitheliomata of the lip that Dr. Flynn 
had ever seen. Under cervical block anesthesia radical 
removal of the glands of the neck was performed. Twenty- 
one two-milligramme needles were inserted for seven days. 
A total dose of 7,006 milligramme-hours was given, roughly 
50 millicuries destroyed. There was now no evidence of 
— and no sign of recurrence—almost two years 
ater. 


Fracture and Dislocation of the Lower Jaw. 


Dr. Flynn also showed a man who sustained a bilateral 
fracture of the condylar processes of the mandible with 
bilateral dislocation of the condyles. He also had a 
fracture at the symphysis menti, Under bilateral Gasserian 
ganglion block anesthesia an attempt was made to reduce 
the dislocation. Fortunately the right condyle slipped into 
position and Dr. Flynn was able to secure correct occlusion 
of the patient’s teeth. The condyle of the left side could 
not be reduced and, as it was an obstacle to movement, it 
was removed on a subsequent occasion under Gasserian 
ganglion block anesthesia. The teeth were maintained in 
correct occlusion by interlocking upper and lower dental 
plates, which were cemented to the teeth and left on for 
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six weeks. They were removed recently and the patient 
had full power over movements of his jaw, and the 
occlusion of his teeth was improving rapidly. 


Osteitis Fibrosa Cystica. 

Dr. Flynn’s next patient was a woman, aged forty-seven 
years, who came for consultation on account of a swelling 
in the jaw, which had first been noticed twenty-seven years 
ago. The swelling had been gradually increasing in size 
in that interval, but recently had undergone a sudden 
acceleration in growth. The mass caused no pain, but 
its size made it impossible for the patient to have her 
false teeth in her mouth. An X ray examination was 
made and the condition was diagnosed as osteitis fibrosa 
cystica. Under intranasal intratracheal anesthesia with a 
McGill tube the left external carotid artery was tied and 
the entire left side of the mandible from the symphysis 
menti to the condylar process was removed. 

Dr. Flynn said that as these tumours were only locally 
malignant, it was deemed prudent to attempt some means 
of hiding the resultant deformity. Accordingly, at the 
time of operation a silver jaw was inserted and allowed 
to remain in for two months. The patient at present, 
except for the scar of operation, shows no signs of 
deformity. 


Malignant Disease of the Breast. 

Dr. Flynn’s last patient was a married woman, aged 
forty-five years, who was first seen on July 29, 1931, com- 
plaining that two and a half weeks previously she had 
noticed a swelling in the left breast. She complained of 
no pain and had only noticed the swelling by accident. 
Her general health was excellent. On examination she 
had a nodule about 3-75 centimetres (one and a half 
inches) in diameter, which was fixed in the breast tissue, 
but not to the skin or pectoral fascia, and there was no 
retraction of the nipple and no discharge. X ray examina- 
tion of the chest ‘revealed no abnormality. On August 6, 
1931, under ether anesthesia induced by the open method, 
nine three-milligramme, fourteen two-milligramme, and 
two one-milligramme needles were inserted, and these were 
left in for ten days. The total dose was 13,680 milli- 
gramme-hours. She had a well marked radium reaction 
and at present there was no sign of further trouble. 
Skiagrams of the chest, thoracic and lumbar spaces showed 
no evidence of malignant disease on December 12, 1932. 

Recently, on account of recurrent hemorrhages, which 
were due to a fibrosis uteri, the patient underwent the 
operation of total hysterectomy. The opportunity of 
palpating the liver was taken; no evidence of metastasis 
was found. She had now gone four years without any 
sign of recurrence or metastasis. 


Mixed Adenoma of the Pituitary. 

Dr. GitpertT Puitiies showed a patient from whom he 
had attempted to remove a mixed adenoma of the pituitary 
gland. This case was reported in full in a previous issue. 

(To be continued.) 


Mbituarpy. 


OTTO FOLIN. 


WE are indebted to Dr. H. S. Halcro Wardlaw for the 
following appreciation of the late Otto Folin. 

The death of Otto Folin on October 25, 1934, marks the 
close of an era in the history of physiological chemistry 
or, as we now prefer to call it, biochemistry. 

Born in Asheda, Sweden, in 1867, he went to America in 
his early teens. He graduated in science in the University 
of Minnesota in 1892 and took his doctorate of philosophy 
at Chicago in 1895. Later in life, when his reputation was 
well established, many academic honours were conferred 
by other countries. Among these was the Honorary M.D. 
of Lund. He occupied the chair of biological chemistry 
= Harvard Medical School from 1907 to the time of his 

eath. 


Folin’s main contributions to biochemistry were in urine 
and blood analysis. He was the first to carry out complete 
systematic analyses of the twenty-four hours’ urine. 
Besides developing quantitative methods for the estimation 
of many of the urinary constituents, he showed the effect 
of protein starvation on them, and in 1905 established the 
fundamental conception of endogenous and exogenous 
metabolism, and especially the importance of the creatine 
output as a measure of the metabolism of muscle. 


From urine Folin turned his attention to the-then much 
more difficult problem of the chemistry of the blood. 
Owing to the small concentration of many of the important 
constituents of blood, only spasmodic efforts had been made 
by chemists to determine them, and these efforts were 
largely restricted to determinations of blood glucose, After 
considerable preliminary work Folin, in collaboration with 
Wu, published in 1919 their now universally known and 
widely used system of blood analysis. In the meantime 
improvements have been made from time to time in this 
system and many studies of the composition of the blood 
have been made by its means in his own and other 
laboratories. The system has supplied the standard 
routine methods for hundreds of hospital laboratories, in 
the United States mainly, but also in many other countries. 


As late as 1929 Folin introduced a simple method of 
analysing blood without laking the corpuscles. He was 
still engaged in working out the results of this type of 
analysis at the time of his death. He had in the interval 
solved many problems with regard to the distribution of 
substances between plasma and corpuscles. In particular 
he settled at a stroke the controversial question as to the 
actual amount of uric acid in the blood and showed that 
the previous confusion had been the result of the presence 
of disintegration products of the red cells. 

Folin’s relations with his staff were of the happiest. 
His somewhat grim appearance, the result of facial 
paralysis, was soon forgotten by the newcomer in his 
laboratory. Those who have had the privilege of being 
guests in his laboratory carry away an affectionate remem- 
brance of his kindly humour, not always appreciated by 
those who were apt to take themselves a little seriously. 
Folin’s natural simplicity and his habit of direct approach 
to the questions which he investigated made him impatient 
of any suggestion of pretentiousness in manner of attack 
or presentation of scientific problems. 

With Folin medical science has lost one of its ablest 
servants. 


ERIC JEFFREY. 


Some weeks ago we recorded in these pages the death of 
Dr. Eric Jeffrey. He was a man to whom the public owed 
much, to whom the medical profession, particularly in 
Tasmania, owed more, and to whom his friends owed a debt 
incalculable. 


Eric Jeffrey was born in New Town, Tasmania, forty- 
five years ago. His early education was undertaken at 
Leslie House School, now known as Clemes College. He 
became a student in the Faculty of Arts at the University 
of Tasmania and took, first, his Bachelor’s and then his 
Master’s degree. As will be seen from the tribute written 
by Professor R. L. Dunbabin, the classics became part of 
his life. In later years, when illness overtook him and 
when he took refuge in intellectual pursuits, he devoted a 
great deal of time to Greek and Latin authors. He under- 
took the study of the science subjects for his first year in 
medicine at the University of Tasmania, and later went to 
the medical school at the University of Sydney. He was a 
successful student and after graduation as Bachelor of 
Medicine and Master of Surgery became a resident medical 
officer at Sydney Hospital. He carried out his duties care- 
fully and took a keen pride in verifying his diagnoses in 
operating theatre or post mortem room. His boyish sense 
of humour, with his love for accuracy, made it a joy to 
work with him. Invariably the funny side of an incident 
would strike him, and when he could no longer practise 
medicine he would tell tales of wordy bedside arguments 
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with a relish that made the years seem as days. After 
leaving Sydney Hospital he went into practice at 
Chatswood and was soon appointed to the staff of the 
Royal North Shore Hospital of Sydney on the surgical 
side. Those who know of his work say that he would 
have made a successful surgeon had not illness overtaken 
him. He had not been in practice very long when the 
first evidences of rheumatoid arthritis were manifest. 
War broke out and most of his friends were volunteering 
for service. He felt very keenly his inability to offer for 
service overseas, for he knew that he was threatened with 
rheumatism, He was accepted for home service, however, 
and did much useful work. The photograph of him 
published herewith was taken at this time. When his 
friends came back from the War they found him confined 
to bed, suffering from progressive joint involvement. For 
fifteen years he remained an invalid; he suffered much, 
for exacerbations of his joint condition often occurred. He 


never complained. He read and studied books on medicine, 


and general literature as well as the classics. He knew 
his Shakespeare as few men do. For months ahead he 
would plan his reading, 

dividing his days into periods, ;— 

and sometimes his nights. He | 

read his medical journals and 
tried to keep himself abreast 
of modern advances. He was 
interested particularly in physi- 
ology, and acted as examiner 
in that subject to the Uni- 
versity of Tasmania. He delved 
into modern physics, would 
work at physical problems and 
could discuss them in a way 
surprising to experts in the 
subject. In a word, he rose 
above his bodily disability and 
lived in a world of the intellect. 
Not that he lost interest in the 
everyday life of his friends. On 
the contrary, his lively sense 
of humour made them feel 
that he could almost share 
their pleasures. 

Tue Mepicat JOURNAL OF 
AUSTRALIA Owes much to Eric 
Jeffrey. For many years he 
undertook the work of re- 
viewing books. He had a 
preference for books with an 
historical or general interest, 
and his criticisms invariably 
reflected his logical mind and 
gave evidence of insight and 
understanding. Latterly he 
acted as the Editor’s representa- 
tive in Tasmania. The members 
of the Tasmanian Branch made 
him their referee in many matters; he gave advice gladly 
and helped many members in drafting and writing their 
papers. At the request of the Branch Council he prepared 
many broadcast talks on matters of medical interest, and 
he was most helpful in the Tasmanian Anti-Cancer 
Campaign. The request from the Queensland Branch that 
he should write last year’s Jackson Lecture was a source 
of great satisfaction to him and gave pleasure to readers 
of this journal. The personal tributes that are published 
herewith show how he was regarded by his friends. He had 
friends in every part of the Commonwealth, for he was 
sought from far and near. The announcement that an 
Eric Jeffrey Prize is to be founded in the University of 
Tasmania’ will be welcomed by all who knew him. This 
short account of his activities would be incomplete without 
reference to his wife, who, with understanding, devotion 
and courage ministered to his needs and made it possible 
for him to serve his fellows as he did. The sympathy of 
the medical profession for his wife, so beautifully offered 


1See a letter by Dr. D. H. E. Lines in the correspondence 
columns. 


by Dr. D. H. E. Lines in an oration at the graveside, will 
be echoed from all parts of Australia. 


Dr. W. L. Crowther writes: 


Although since his return to Tasmania in 1919 Eric 
Jeffrey had been unable to be moved from his bed, he had 
— a very important part in the medical affairs of his 

e. 

It was the custom of a number of us to find our way to 
his bedside to discuss with him clinicaly work and the 
affairs of our medical world. 

His detachment from practice, his logical mind and his 
wide reading enabled him to give most valuable advice 
and help. 

His courage did not allow him to refuse to undertake 
anything that was required of him, and within the last 
twelve months he not only prepared, but personally trans- 
mitted, a series of broadcast talks on “The Functions of 
the Human Body”. That they were of widespread interest 
and greatly appreciated by the public was shown by a 
number of letters of correspondents to The Mercury. 

His pen, too, was responsible 
for the articles used in the 
Tasmanian Press for the Anti- 
Cancer Campaign of this year. 

I shall not touch upon his 
work for Tue MepiIcaL JouRNAL 
or AUSTRALIA; the Editor will 
no doubt indicate how well 
that was done. 

His courage had become a 
tradition in our small com- 
munity. Recurring attacks of 
iritis even did not stop his 
work. With the aid of his 
devoted wife, with one or both 
eyes bandaged, he forced him- 
self to correct examination 
papers or to complete such 
articles as were due, or to 
review the books sent to him 
for that purpose. 

His life of constant unease, 
so splendidly borne, gave him 
a unique place in the hearts of 
us who remain. In every way 
he was an inspiration, and in 
spite of all his suffering it may 
be said that it was a “Happy 
Warrior” who has passed on 
before us. 


Professor R. L. Dunbabin, 
Professor of Latin and Greek 
in the University of Tasmania, 
writes: 


Eric Jeffrey was one of a 

group of three who, between 

1907 and 1910, took Arts in the University of Tasmania 

before beginning their medical course. None of the three 

had touched any science after fifteen. At the university 

they specialized in Latin and Greek. It was not till they 

had taken their B.A. that they turned their attention to 

physics and chemistry and biology, and yet they had no 
difficulty in passing in these three subjects in one year. 

I remember that Jeffrey told me that, compared with 
Latin and Greek, biology was child’s play. The other two 
went to Edinburgh; one of them is now Professor of 
Bacteriology in Liverpool, the other Assistant Professor 
of Physiology in McGill University in Canada. So much 
for the classics as a preliminary to medicine. Whether 
these two read any Latin or Greek after they took their 
degrees I cannot say, but Jeffrey did. While he was 
doing his M.B. science subjects here in 1910 he took the 
honours examination in classics. This, by the way, has 
been taken by only two students since, one of whom is 
now a dentist, the other a medical practitioner. 


It is exceptional for a man to keep up his acquaintance 
with the subjects which he read for his degree, unless they 
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iN are needed in his profession; but Jeffrey never lost his SYDNEY SARGENT MERRIFIELD. 
interests in the classics and kept up his reading to the 
last. He was blessed with a very remarkable memory. WE regret to announce the death of Dr. Sydney Sargent 
I sent him last year a paper that I had written on Horace’s | Merrifield, which occurred on January 6, 1935, at 
ic alleged villa at Tivoli. He noticed that an explanation of | Cheltenham, New South Wales. 
id a passage in Horace was quite different from that which at 
is I had given the class in 1908, and remembered what I had — 
said then. 
10 Only this year he read through the 360 pages of Celsus Post-Graduate Tork. 
le on medicine, a book which, interesting and instructive as 
it is, very few classical scholars ever read. This he read 
is for his lecture on Roman medicine; that lecture contained POST-GRADUATE COURSES IN SYDNEY. 
e ample proof of the extent of his reading and the tenacity Tun Now South Wales Pessianent Pest-Grateate Com- 
of his memory. TI found more than once that he used mittee has made the following preliminary announcements 
o passages in Martial that I had forgotten, and on looking | ¢,. j995 
~ them up I invariably found that his application of om sania 
“ was correct. Had it been his lot to devote his life to 
nf classical scholarship, he might have gone far, for he had General Revision Course. 
st n ood The general revision course for 1935 will be held in 
not only a disinterested love of learning and a g 
a memory, but also a clear, logical mind, well adapted to Sydney from Monday, May 27, to Friday, June 7. Instruc- 
initiate or to follow trains of reasoning in any subject tion will be given at the following hospitals: Royal Prince 
le tter Alfred Hospital, Sydney Hospital, Saint Vincent’s Hospital, 
e = ce Alexandra Hospital for Children, Royal Hospital for 
_ omen, Crown Street Women’s Hospital, Lewisham Hos- 
ot in the pital, Royal North Shore Hospital of Sydney, Tresillian 
y 4 Mothercraft Training Schooi, and The Prince Henry 
L Though neither a professional colleague nor lifelong | Hospital. 
1 friend of Eric Jeffrey, may 1 be permitted to pay a tribute Railway concession tickets are available for those 
1 perhaps even more significant than that of deep friendship attending the course. 
or of respect for his scientific brilliance; and in this tribute The course is open to all medical practitioners, the fee 
a I speak for many. _ which is £3 3s. A full programme will be published at 
i Like many others, I paid my first visit to his bedside, | 4 later date. 
f hoping to provide some distraction in the life of a helpless, Those wishing to attend should notify the Honorary 
s bedridden invalid, And, like those others, I found myself Secretary, New South Wales Permanent Post-Graduate 
. the recipient, not the giver. What I could give to him | Committee, 225, Macquarie Street, Sydney. 
was very little; what he gave to me was a world of new 
interests and a steadily increasing stimulus to my studies. Dr. 
n series of four lectures by , arles Kellaway, on 
“Applied Physiology”, will be delivered during the period 
0 di a | of the May course during the evenings. A full announce- 
n ment in a prison. In place of the bias and prejudice an ment of these lectures will be made at a later date 
lop-sided views of a world of 
his own particular groove, we communed w a mind o 
. all-embracing interests, critical, analytical, unprejudiced, Course in Ophthalmology. 
blem with A course in practical ophthalmology, lasting fourteen 
f frank and, above all, bracing. To discuss a problem a limited to fift ale ioe wah te bees 
him meant facing it with absolute frankness; all pet ays, limited to ifteen cal pra 8, 
y ‘ h theories had to be swept aside if in November, 1935. Those wishing to attend this course 
. fancies, all cherished theories had to ee tional should immediately register their names, as the list will 
they could not stand the most searching and rational | 1. -icsed when the full number of applications has been 
y investigation. received. 
, Therefore his bedroom became a club, like the most Further particulars of this course will be made available 
famous of eighteenth century coffee houses, in which good at a later date. 
fellowship and intellectual battles were harmoniously — 
linked. And so, even to us who had 
long friendship, his loss is yet irreparable. s e the 
‘ coming of darkness; as month follows month and year Correspondence. 
follows year, we shall only feel more deeply the loss of 
; that stream of inspiration which can never flow again. THE ERIC JEFFREY PRIZE. 
: For Eric Jeffrey was more than a valued friend, more than 
‘ a brillfant scholar, he was an institution; and to sit at Sm: At a meeting of the friends of the late Dr. Eric 
his bedside was a liberal education. Jeffrey, held at the Masonic Hall, Hobart, on 11th instant, 
it was decided to try to raise sufficient money among his 
: A medical practitioner who was a friend of Eric Jeffrey | personal friends to establish an annual prize at. the 
| for more than twenty years, and who wishes to remain | [University of Tasmania, to be called “The Bric Jeffrey 
anonymous, has written the following lines: Prize”, for the purpose of perpetuating his memory. At 
a subsequent meeting of the committee elected to carry 
| We greet you as you lie, unconquered, a. out this object it was suggested that some of his friends 
| In peaceful slumber at the call of death, and admirers and fellow students might like to be 
: And drape around you as a mystic shroud h associated with the fund, and I was requested, as chairman 
The love and hope to which your life gave breath. of the committee, to write to the journal to that effect. 
You came among us as a spirit clad Contributions may be sent to the honorary treasurer of 
With radiant youth, with zest to love and live, the fund (Mr. C. R. F. Olney, 43, Proctor’s Road, Hobart) 
or myself. May I suggest that contributions might also 
Despite ill fate that sought with crushing blow be received by yourself as Editor = peng — 
To quench the fire, to check your high emprise, Hobart ours, A, aL 
You did not falter. Rather did you grow o er 12. 1984 . H. E. Lines. 
In courage and in strength. You bid us rise December 12, . 
Above the trammelled flesh and so to find [Contributions sent to the Editor will be acknowledged 
Our solace in the kingdom of the mind. in the columns of the journal.—Eprror.]_ . 
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DONORS FOR BLOOD TRANSFUSION. 


Sir: In your issue of November 24 last, in a note on 
blood transfusion units, I said that blood groups may 
change. They do not, but there is a danger in 
re transfusion. 

The accepted position is well put in a personal com- 
munication from Dr. Marjory Little, December 7, 1934: 


I think it is universally accepted that a blood group, 
once established, does not change. ° 

There is no question as to the desirability of direct 
typing between donor and recipient as a check on the 
result of indirect typing, but direct typing becomes 
essential when: (i) a recipient has already received a 
transfusion, and (ii) in all cases of profound anemia. 
In (i) the blood group does not change, but possibly 
a subgroup in the recipient is unmasked through the 
agency of an agglutinogen contained in the donor’s 
corpuscles. 

I think you are working along the soundest lines 
when you use indirect typing as a convenience in the 
selection of possible donors, and direct typing before 
the donor selected for the particular recipient is 
actually used. 

Yours, etc., 
Brooke Moore. 
142, William Street, 
Bathurst, 
December 30, 1934. 


ALLERGY IN OTO-RHINO-LARYNGOLOGICAL 
PRACTICE. 


Sime: I have read with great interest Dr. Keith Watkins’s 
article on “Allergy in Oto-Rhino-Laryngological Practice”. 
If his findings are substantiated by others, it will mark 
one of the greatest advances that have been made in this 
direction. Not only will it be of advantage for the direct 
symptoms of sinusitis, but for all ills of which sinusitis is 
the cause in other organs. It has long been my experience 
to find sinusitis associated with allergic nasal conditions, 
and many have lost their allergic phenomena when their 
infections were cleared up; but that the allergic condition 
was the primary cause of the infection is of great interest. 
We are only just beginning to understand the part that 
sensitization plays in disease, because it probably is the 
determining factor which causes the organism to be held 
up in a certain tissue and produce local damage there, 
when those organisms are circulating in the blood stream. 
We have now arrived at the time when desensitization 
against foreign proteins is an accomplished thing. Our 
next and perhaps more interesting development will be 
the solution of the cause of sensitization, and I do not 
think the time is very far off when we will be able to 
raise the resistance of tissues against becoming sensitized 
and so eliminate allergic reactions, 


Yours, etc., 
SypNEY PERN. 
12, Collins Street, 
Melbourne, 
January 4, 1935. 


HOSPITAL PRACTICE IN NEW SOUTH WALES. 


Sie: It is time to draw attention to a glaring absurdity 
in the Hospitals Act. 

The fees for a patient in a public ward range from 
nothing to £2 9s. per week, according to means; and no 
charge can be made by the doctor. The intermediate 
patient pays £3 3s. per week to the hospital and the 
doctor can charge half the fee that a private patient 
would pay: say up to £2 2s. per week. So the total fees 
(hospital and professional) that an intermediate patient 
can be called upon to pay are £5 5s. per week. 


See the absurdity: the maximum fees of a public ward 
patient are £2 9s. per week; of an intermediate patient, 
£5 5s. per week. Yet the people who could afford fees 
somewhere between these limits must be a very large 
~ of the population, probably not far short of 

The gap is obviously caused by the quaint idea of the 
framers of the Act that a person who could afford £3 3s. 
per week for a bed in a hospital could also afford £2 2s. 
per week for his doctor, while one who could pay £2 9s. 
per week for his bed could not be expected to pay 
anything to his doctor. 

It is time that medical practitioners demanded the 
right to charge fair fees to all patients able to pay. I 
would suggest as a reasonable fee for a public ward patient 
half of whatever the hospital might charge. Thus the 
patient paying £2 9s. per week to the hospital would be 
charged £1 4s. 6d. by his doctor, bringing the total fees 
up to £3 13s. 6d. 

An idea that will be shuddered at as altogether too 
revolutionary for a conservative administration is that 
in a hospital having public, intermediate, and private wards, 
the beds should be allotted according to the medical 
necessity, not according to the bank balance of the patient. 

Yours, etc., 

Katoomba, E. P. Dark. 
New South Wales, 

January 4, 1935. 


DRUG ADVERTISEMENTS. 


Sir: In today’s journal you print a timely letter from 
Dr. Inglis Robertson on the menace of drug advertisements. 
The British Medical Journal for November 24, 1934, reviews 
“Hospital Practice for Interns”, “a pocket volume, pub 
lished by the American Medical Association, which pro- 
vides a concise and carefully compiled materia medica” 
et cetera. The price is not stated. The purpose of the 
volume is to fortify the physician against the advertise- 
ments for proprietary remedies and against “the lure of 
the fixed formula” and “the facile flow of pseudoscience 
that emanates from the lips of the detail man”. That such 
a publication is badly needed is shown by the American 
Medical Association’s activity in its compilation. Could 
not our Association or the Australasian Medical Publishing 
Company arrange for the book to be made available in 
Australia? 

Yours, etc., 
R. N. 

Lane Cove Road, 

Wahroonga, 
New South Wales, 
January 5, 1935. 


MORTALITY FROM APPENDICECTOMY. 


Sir: I have read the comments that have been published 
in THe MepicaL JoURNAL OF AUSTRALIA in recent months 
on the above subject, and desire to add a few remarks. 

It has become very clear to us all that the appendix is 
now the “martyr of surgery”. It would ill become me, as 
one of the senior surgeons, to accuse my younger brethren 
of using this organ for combating the res angusta domi; 
but I think it is my duty to draw attention to the fact 
that there appears to be no inconsiderable number of 
junior operators—I cannot call them surgeons—who con- 
sider that when they operate on a case of acute appendi- 
= it is their bounden duty to remove the appendix at 
all cost. 

I do not think there are many patients killed in the 
everyday removal of the harmless appendix; but I feel 
very strongly on the point that there is often an indecent 
haste in rushing a patient to hospital in the dead of night 
to remove an appendix, as though the medical attendant 
were fearful lest the patient should be well by morning, 
when in reality the patient is in the fourth or fifth critical 
day of acute appendicitis. 
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This is the chief cause of mortality in appendicectomy, 
for the simple reason that the young and inexperienced 
surgeon refuses to distinguish between the acute appendix 
of forty-eight hours’ standing and the acute appendix that 
has entered the fatal-to-operate period of the third, fourth 
and fifth days. 

When the amateur surgeons learn the lesson that Murphy, 
Ochsner, Howard Kelly and others have tried in vain to 
teach them, then and not till then, will the mortality of 
acute appendicitis be lowered. 

I felt so much on this subject that I sat down and wrote 
a small work on appendicitis; and I sincerely hope that 
when, in a few months, it is published, the lessons it 
tries to inculcate will not be lost on those who now rush 
in to operate where angels shake the head. 

Yours, etc., 
W. J. Stewart McKay. 

Lismore, 

New South Wales, 

January 6, 1935. 


Proceedings of the Australian OBHeDdical 
Boards, 


NEW SOUTH WALES. 


Tue undermentioned have been registered, pursuant to 
the provisions of the Medical Act, 1912 and 1915, of New 
South Wales, as duly qualified medical practitioners: 

Fulton, John Charles, M.B., B.S., 1933 (Univ. Mel- 
bourne), Women’s Hospital, Crown Street, Sydney. 

Hogg, Joseph Ballantine, M.B., 1918 (Univ. Sydney), 
Deepwater. 

Mabin, William James Richard, M.B., B.S., 1925 (Univ. 
Melbourne), Broken Hill. 

Ross, Donald Murray, L.R.C.P. (London), M.R.C.S. 
(England), 1903, M.B., B.S. (Durham), 1905, 
F.R.C.S. (Edinburgh), 1908, District Hospital, 
Marrickville. 


QUEENSLAND. 


The undermentioned have been registered, pursuant to 
the provisions of The Medical Acts, 1925 to 1933, of Queens- 
land, as duly qualified medical practitioners: 

Horn, David, M.B., Ch.B. (Aberdeen), 1934, Toowoomba. 

Horn, Ian Ross, M.B., Ch.B. (Aberdeen), 1934, 
Toowoomba. 

McDonald, Edward Allan Fancourt, M.B., B.S., 1930 
(Univ. Melbourne), M.D., 1933 (Univ. Melbourne), 
Toowoomba, 

Ramsay-Smith, Vivian, M.B., Ch.B. (Edinburgh), 1913, 
Ayr. 


in 


Corrigendum. 


In the announcement appearing in last week’s issue in 
connexion with New Year honours, a mistake was made in 
Dr. McLeod’s name. The name should be Albert Reginald 
McLeod. Apologies are offered to Dr. McLeod for this 
error. 


Received, 


ANATOMY FOR DENTAL STUDENTS, By AND 
PRACTICAL, by Six Teachers, edited E. P. Stibbe, 
F.R.C.S 1934. London: Edward 4 Demy $&vo., 

pp. 440, “with illustrations. Price: 21s. net. 

THE ETIOLOGY AND TREATMENT OF SPASMODIC 
BRONCHIAL ASTHMA, s Ae G. Oliver, M.D., with a 
foreword by W. L. Brown, F.R.C.P.; 1934. London: 

= ry Lewis. Demy 8vo., pp. 55, with illustrations. Price: 

Ss. net. 


Puree DEFECTS: THE PATHWAY TO CORRECTION: 
STUDY OF PHYSICAL DEFECTS AMONG SCHOOL 
CHILDREN IN NEW YORK CITY, CONDUCTED BY 
THE RESEARCH DIVISION OF THE AMERICAN or. 
HEALTH ASSOCIATION IN COOPERATION WITH THE 


OF EDUCATION; SUPERVISED BY A 
ADVISORY ACOMMITTEE, AND FINANCED BY THE 
METROPOLITAN LIFE INSURANCE COMPANY; 1934. 
American Child Health Association. Royal 8vo., 
pp. 

CATARRH AND THE COMMON COLD: THE | ony 
PROBLEM, by W. K. Hughes; 1934. Melbourne: Ramsa 
Publishing Proprietary, Limited. Demy 8vo., pp. 30, with 
illustrations. Price: 1s. net. 

EXPERIMENTAL BACTERIOLOGY IN ITS APPLICATIONS 
TO THE DIAGNOSIS, EPIDEMIOLOGY AND IMMUN- 
OLOGY OF INFECTIOUS DISEASES, by W. Kolle and 
H. Hetsch, translated from the seventh, completely revised 
German edition by D. Erikson, the English version, incor- 
pretting further revision, edited by J. Eyre, F.R.S.E., 

M.D., Volume I; 34. London : 
George Allen and Unwin. Super Royal 8vo., pp. 592, with 
118 plates and 200 text figures. Price: 30s. net. 


ANASSTHESIA AND ANALGESIA IN LABOUR, by K. G. 
Lloyd-Williams, M.D., B.S., with a foreword by L. Mclliroy, 
D.B.E., D.Sc., M.D.,'M.R.C.P., F.C.O.G.; 1934. London: 


Edward Arnold. Crown 8vo., pp. 96, ‘with illustrations. 
Price: 5s. net. 


Wedical Appointments. 


Dr. R. H. Yeates (B.M.A.) has been appointed Govern- 
ment Medical Officer at Boonah, Queensland. 
* * 


Dr. J. M. M. Gunson and Dr. M. T. Angel (B.M.A.) have 
been appointed Honorary Anesthetists at the Adelaide 
Hospital, South Australia. 

* * 

Dr. A. E. Platt has been appointed Deputy Director of 
the Laboratory of Bacteriology and Pathology at the 
Adelaide Hospital, South Australia. 

* * 


Dr. A. W. Chalmers (B.M.A.) has been appointed 
Government Medical Officer at Goondiwindi, Queensland. 
* 


Dr. M. T. Cockburn (B.M.A.) has been appointed 
Honorary Assistant Physician to the Mareeba Babies’ 
Hospital, South Australia. 

* 

Dr. C. A, Finlayson (B.M.A.) and Dr. J. S. Proctor 
(B.M.A.) have been appointed Official Visitors to the 
Mental Hospital at Parkside, South Australia, under the 
provisions of the Mental Defectives Act, 1913. 

* * * 


Dr. G. W. Barber has been appointed Medical Officer of 
Health by the Darling Range Road Board, Western 
Australia. 

* 

Dr. J. B. Birch (B.M.A.) has been appointed Government 

Medical Officer at Tweed Heads, New South Wales. 
>” 


Dr. I. A. D, Graham (B.M.A.) has been appointed 
Assistant Medical Officer, Office of the Director-General of 
Public Health, New South Wales. 

Dr. C. T. Turner (B.M.A.) has been appointed Temporary 

Medical Officer, Mount Gambier Hospital, South Australia. 
* * + 


Dr. H. G. Wallace (B.M.A.) has been appointed Senior 
Medical Officer of Health and Director, Division of Tubercu- 
losis, Office of the Director-General of Public Health, New 
South Wales. 


Dr. T. L. Dunn (B.M.A.) has been appointed Medical 
Officer of Health, Hunter River (Combined) District, Office 
of the Director-General of Public Health, New South Wales. 

* 


Dr. H. K. Denham (B.M.A.) has been appointed Medical 

Superintendent, Office of the Director-General of Public 

Health, New South Wales. 

Dr. E.. L. S. Morgan (B.M.A.) has been appointed 

Director of Maternal and Baby Welfare, Office of the 

Director-General of Public Health, New South Wales. 
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Dr. J. Sprent has been appointed a member of the 
Medical Council of Tasmania. 


Dr. H. S. Harper (B.M.A.) has been appointed Govern- 
ment Medical Officer at Port Douglas, Queensland. 


Dr. W. Muir (B.M.A.) has been appointed, pursuant 
to the provisions of the Quarantine Act, 1908-1924, Deputy 
Quarantine Officer, Fremantle, Western Australia. 


Dr. E. Byron has been appointed, pursuant to the 
provisions of the Quarantine Act, 1908-1924, Quarantine 
Officer, Derby, Western Australia. 


Dr. A. B. Cohen (B.M.A.) has been appointed, pursuant 
to the provisions of the Workers’ Compensation Act, 1928, 
a Certifying Medical Practitioner at Brunswick, Victoria. 


Dr. E. S. Morris (B.M.A.) has been appointed Inspector 
of Schools of Anatomy for the State of New South Wales. 


Dr. R. C. Huntley (B.M.A.) has been appointed Senior 
Medical Officer, Office of the Director-General of Public 
Health, New South Wales. 


Dr. H. E. H. Ferguson (B.M.A.) has been appointed 
Medical Officer of Health by the Subiaco Municipal Council, 
Western Australia. 


Dr. J. D. Rice has been appointed Honorary Anesthetist 


and Honorary Clinical Assistant to the Surgical Section . 


(temporary), Adelaide Hospital, South Australia. 
. 


Dr. A. M. Myers (B.M.A.) has been appointed a Resident 
Medical Officer at the Adelaide Hospital, South Australia, 
for a further erm of one year. 

* 

The undermentioned have been appointed Resident 
Medical Officers at the Adelaide Hospital, South Australia, 
for the term of one year: Dr. J. R. Barbour, Dr. P. M. 
Birks, Dr. A. J. Clarkson, Dr. W. P. Cleland, Dr. R. S. 
Day, Dr. A. Gild, Dr. J. M. J. Jens, Dr. T. D. Kelly, 
Dr. W. J. O’Connor, Dr. R. A. A. Pellew, Dr. L. R. West. 


The undermentioned have been appointed to the Junior 
Resident Medical Staff of the Perth Hospital, Western 
Australia: Dr. J. H. Johnston, Dr. D. B. Phelan, Dr. 
F. H. Ebell, Dr. M. Troup, Dr. M. Lally, Dr. V. H. Webster. 


Medical Appointments Vacant, ete. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xiv, xv, xvii. 


Austin HosprraL FOR CANCER AND CHRONIC DISEASES, 
HEIDELBERG, Honorary Assistant Surgeons. 

DEPARTMENT OF THE INTERIOR, CANBERRA, F.C.T.: Medical 
Officer. 

LAUNCESTON Pusiic Hosprrat, LAUNCESTON, TASMANIA: 
Resident Medical Officers. 

METROPOLITAN INFECTIOUS DisEAsES HospiTAL, NORTHFIELD, 
Soutn AvusTRALIA: Resident Medical Superintendent. 

Pustic Service Boarp, ApELAIpE, SourH AUSTRALIA: Medical 
Officers. 

RoyAL AUSTRALIAN Navy: Medical Officers. 

Royat Norta Suore Hosprrat or Sypney, New 
Wates: Junior Resident Medical Officers. 

Sypney Hospirat, Sypney, New Sourn WaAtes: Honorary 
Relieving Assistant Physician. 

Tue AvsTRALIAN INLAND Mission, SypNney, New SovurH 
Wates: Medical Officer. 

Tue Racuet Forster HospirraL WOMEN AND CHILDREN, 
Sypney, New Souta WALgEs: Medical Officers (female). 

Vicror1an Eye Anp Ear Hosprrat, MELBOURNE, VICTORIA: 
Resident Surgeons, Post-Graduates, 


Wevical Appointments: Important Motice, 


Mepicat practitioners are requested not y for any 
eee referred to in . following table without having 


BRANCH. APPOINTMENTS. 


Australian Natives’ Association. 

Ashfield and District United Friendly 
Societies# Dispensary 

Balmain United Friendly Societies’ Dis- 


sary. 
New SourH WaALBs: Friendly Society Lodges at Casino. 
Honorary Secretary,| Leichhardt ‘and United 
135, Macquarie Street, Friendly Societies’ Dispensary 
Sydney. Manchester Unity Medical and Dispen- 
sing Institute, Oxford Street, Sydney. 
North Sydney Friendly Societies’ Dis- 
pensary Limited. 
People’s Prudential Assurance Company 


Limited. 
Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
Victror1AN: Honorary] Australian Prudential Association, Pro- 
Secretary, Medical prietary, Limited. 
Bast} Mutual National Provident Club. 
Provident Association. 

or other outside 


Brisbane Associate Friendly Societies’ 
Chillagoe Hospital. 
goe Hospita’ 
QUEENSLAND: Honor-| Members acon ting LODGE  appoint- 
ary Secretary, B.M.A. ment and ose desiring to accept 
Building, Adelaide} appointments to an COUNTRY 
Street, Brisban . in their own 
interests, to submit a copy of their 
ent to the Council before 
signing. 


Officer = Health, District Council of 
SourH AUSTRALIAN: Bllist 
Secretary, 207, North All Lodge Appointments in South Aus- 


Terrace, Adelaide. 
All Contract Practice Appointments in 
South Australia. 


WESTERN Avs-| 


TRALIAN : onorary| All | Practice Appointments in 
Secretary, 205, ‘Saint 
George’s Terrace, 


estern Australia. 


Division) Friendly Society Lodges, Wellington, 
on on): endly ie es, e 0} 
Honorary tary, New Zealand. 

Wellington. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to be 
— ~ JOURNAL OF AUSTRALIA alone, unless the contrary be 

s 


All communications should be ottreanst | to “The Editor”, 
Tue Mepica, JOURNAL OF AUSTRALIA, Th House, 
Seamer Street, Glebe, New South Wales. (Telephones: 
MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
Tue MepicaL JouRNAL or AusTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt of 
journals unless such a notification is received within one month. 


Ratss.—Medical and not 
receiving MeEpicaL JOURNAL OF AUSTRALIA rtue of 
membership of the Branches of the British Medical 

the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. gy can commence at the beginning of an: any 

quarter and are renewable on December 31. The rates are £ 
pa Australia and £2 5s. abroad per annum payable in advance. 
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